MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 
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et eS y eHEs Reg. Det, 
Sei Gee 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence befare odmissvan) 
3 3 3. Lay beet ant a. STATE . COUNTY 
£ o b. CITY OR TOWN (If outside corporate limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN (Iffoutside corporote fimits, write RURAL ond give nearest tawn) 
6 3 RURAL ond give nearest town) t- ? 
> 
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e 
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€ 3 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED [] |B, DATE OF BIRTH %. AGE {In rear IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= isthdoy) [Months] Days | Hours] _ Min, 
WL wivowen EZ} divorced [] LEA EGO va yes. Ht Sl eal 
USUAL OCCUPA) ION (Give kind of work done! 10b. KIND OF BUSINESS OR II ISTRY | 11. BIRTHPLACE (Stote of foreign country) 12. CITIZEN OF WHAT COUNTRY? 
9 most of working life, even if retired) 
Donte tN ae 


13. F; ERS NAME 14. MOTHER'S MAIDEN NAME 


ALMALL 2 
1S. WAS DECEASEDEVER IN . ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT id 
(Yes, no, or unknown) | lt jve war or dates of service) > 04 - 2 wi ts ys Saat ite” res é 


——— : V7H40 Abb tif- th. f4 


18. CAUSE OF DEATH [Enter only one couse per line for (o},4b), ond (c)-] iY, 
PART I. DEATH WAS CAUSED BY: & Towed 
IMMEDIATE CAUSE (a 


INTERVAL BETWEEN 


Oe AND 1 od 


Then please remave carban papers. 


The law requires that the death certificate be executed wi 


te has been signed by the attending physician and campletely filled in by the funeral directar, 
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MARYLAND STATE DEPARTMENT OF HEALTH * 


gave rise to jimmadiata causa 
{a}, stating the underlying & DUE TO 


cause lest, «)__Arteriosclerotic heart disease 


Ww DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
» {M) 10067 CERTIFICATE OF DEATH 40055 
o = 
= 5 1. PLACE OF DEATH - 2, USUAL RESIDENCE (Whare daceased livad, If institution: Residanca befora admissigh) 
Se a, COUNTY 
° 5 Gaxvoll 2. oP land b meal tees 
3 eng _ MARYLAND || and Baltes Gad. 
2 =e 3 b, CITY OR TOWN (if outsida corporate limits, ¢. LENGTH OF STAY IN 1b «, CITY OR en {if eutside corporate limits, write RURAL and give spe 
x~ HOU write RURAL and give nearest town) iv Lom: 3 Balti J 
Se ______—sSykesville yrs.1l0mos.3dys. more j 
£ Rss Ss 15) d. NAME OF SoomaL OR INSTITUTION lif nol in hospital, give street eddress) ||. STREET ADDRESS SOS = “ja I RESIDENCE 
= By. ON AFA 
e:: 3 |___——sSpringfield State Hospital = _4N. Front Street ves [] No PX] 
wren 3. NAME OF First ~ "Middle 4. DAT Month Day Year 
$ ae (Type or print) Frederick George Bauman Szara September 24, 19 61 
® ss 5. SEX 6. COLOR OR RACE ARRIED [] b RRIED fx] | 8- DATE OF BIRTH ~_|9. AGE (In years |IF UNDERT YEAR| IF UNDER 24 HRS, 
93 7, MARRIED [_] NEVER MARRIED | ¥ el Bile 
@ vas t birthdey) | Months] D rr Min. 
a Sa Male White | woowe (_ pworcen [1] esentat 25, 1895 68 kee Giese | Piet | ¥ 
8 2g Wa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR Tas ai ¥, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
2 oo done during most of working life, even if ratirad) 7 g 
& S82 Salesman OH: bE ey PE | New Jersey _ U.S.A. 
e ge 43. FATHER’S NAME 14. MOTHER'S MAIDEN NAME = 
3 432 Frederick Bauman Catherine Miller 
S as B. WAS Ree nae EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ¥ = Addrass 7 a 
f 3 85, or unkown) be i ronda iT 
= ies Yes Pees ue ge “Mel! 57Q—_16—8057 Springfield Hospital Records 
= ¢ 5 18. CAUSE OF DEATH [Enter only one couse per lina for (al, (b), and (c).] ] INTERVAL BETWEEN 
3 Ss PART |. DEATH WA‘ 5 * Geis 
tides PeATIMMEDIAT caust @) Myocardial infarction ; __|_ days 
o. ry 
2 4201) DUE TO 
2 Conditions, it any, which () Coronary occlusion an 
2 
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22b. DATE 


may be retained by the hospital or attending physician. 
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a & | IF EITHER, NOTIFY MEDICAL EXAMINER) 
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saw the deceased alive on..... nvr Qe Qdyen..19.61., and that death occured at.........M, from the causes and on the date stated above, 
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22d, ADDRESS 


SAL DIRECTOR: After this certificate has been signed by the attending physician and comph 


, page 3 should be detached for use as the burial-transit 


be filed with the State Dept. of Health prior to burial, cremation, 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH | . 


2 ade peace (Where deceased lived. If institution: Ré 


b. COUNTY 
Carroll ae Ba 


'b. CITY OR dows {If outside corporote limits, write | ¢. LENGTH OF STAY IN tb c. CITY OR TOWN (If outside corporote limits, write RURAL ond give 
RURAL and give nearest town) 
New 


Rural Union Mills 


d. NAME OF HOSPITAL {IF nat in hospital, give street address) d. STREET ADDRESS ne e. 1S RESIDENCE 
OR INSTITUTION ) ON _A FARM? 
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te has been signed by the attending physician and campletely filled in 


10a. -2= OCCUPATION (Give on ‘of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
House Wife Adams Co, Pa, USA 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
gamuel D, Deordorff _Anna Wentz 
1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address. 


Fekete fl Fiaeighe se cclerer tere 
No 


1B. CAUSE OF DEATH [Enter only ane couse per line for (a), (b), ond {c)-} 


Clarence Bittinger New Oxford, Pa 
INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carbon papers. Pages land 2 shauld be 


|, ¢rematian, ar removal, and in any event, within 72 haurs after degth. > 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


toe? CERTIFICATE OF DEATH 


5 057-— 
2 8 M 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If =k QO: eforé edmission) 
o 25 ~ “el fl °. “* Syland b. COUNTY 
a £%E arro, MARYERND a: Montgomery —__ 
2 3 b. CITY OR TOWN (if outside comporete limits, ©. LENGTH OF STAY IN Ib «. CITY Ma: ae {lf outside comporete limits, write RURAL end give neers! own) 
S as | write RURAL end give neerest town) 
Moe! Sykesville 7 days Silver Spring J La" 
23% d, NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street eddress) d. STREET ADDRESS IS RESIDENCE 
2 
2 
O°: Springfield State Hospital _ |___102 Normandy Drive__ ls ome 
oy S5q 3. ne ne) os First Middle Last 4. DAT! Month Dey Yor aa 
Se ee OF 
ove al ah {Type or print} Susie Lee Bocrie DEATH 
$ Beem eptember 19 
= 25s '] 5. SEX 6. COLOR OR RACE) 7, MARRIED [-] NEVER MARRIED [_] |B. DATEOFBIRTH = a bes Se sebaliess eee Be, 
= onlhs) Deys urs in. 
2 52> Female White wipowe K]___vivorceo[] |December 8, 1876 | 84 | 4 | 
3 ges TOs. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Counly & Stele, or foreign countr CITIZEN OF WHAT COUNTRY? 
2 Boe done during most of working life, even if retired) 
3 S82 Housewife elle cy Virginia — U.S.A. 
i ao 5 13. FATHER'S NAME | 14. MOTHER'S a NAME 
2 es ‘| 
8 $42 James Milligan d Sarah Lightfoot ss -—- a 
< Aee 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
£ 983 (Yes, no, or unkown) | {If yesgiveweror dates of service] 
a 2° 8 a) ee = _- __| Springfield Hospital Records __ =e td 
ee ae 5 18. CAUSE OF DEATH [Enter only one ceuse per line for (e), (b), and (<).] , rf Bn eat 
a 
Sods» PART |. DEATH WAS CAUSED BY: 
seyae IMMEDIATE CAUSE fe) _ AYterLosclerotic heart disease Sl Yes. 
g, = jal } 
Sages ta DUE TO 
zE2che Conditions, if eny, which Terminal bronchopneumonia __ _|__Days —__ 
ee3e $ geve rise to immediete ceuse 
ote as (e}, steting the underlying ( PUETO 
ea 2 cause lest. (d 
pe As couse lest. a 
fe] S58 z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BLT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e]| 19, WAS AUTORSY 
BSxo g Set 
as 2 se z\¢-3.S. with cerebral arteriosclerosis and paranoid reaction, ves []_ No Ek 
Ags 3-2 E ]20e. ACCIDENT WAS UNDERLYING [1] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) = 
ena & | OR CONTRIBUTING [] CAUSE OF DEATH 
oO 5 
ee & J (lr EITHER, NOTIFY MEDICAL EXAMINER) 
—-Us 4 — rg = _ 
OFs2s & |/20c. TIME OF INJURY Month, Dey, Yeor | 2Dd. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, ferm, + 20f. (City or town) (County) {Stete) 
toa ees Z mA Whil Not While fectory, street, office bldg., etc.) | 
Bud ne 3 jour em. ile ' 
at ge g ae 19 jet work [} et work [_] | 
Eve 
Hoos 3 21. 1 certify that (I) (this hospital) attended the deceased from. 28... 1961 to. 5 on. 1961, that (8) (we) last 
Beuzo saw the deceased alive OM.........0..ec..0.- QB OM.. 1981. ., and that death occured at LO220 188% causes and on the date stated above, 
SO aa 
Sel 22b. DATE 
S SEs Lf ( ray ATTENDING STAFF aQe 
eee x 444 72 ZO mo. | PHYS. Oo DIRECTOR toss 2 9-5 
Oo: Sc j 22d. ADDRESS 
aes i Agustin del Campo, M.&% Springfield State Hospital, Sykesville, Md, 
“ 2sy a Ee aes en eee enn. Seo 9 d. 
See 32 Dae, BURIAL, CREMATION, | 236. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) {Stete) 
hae ae ci 
ovous 9/7/61 Forest Lawn Cemetery Norfolk, Virginia 
ae w 25b. REGISTRAR’S SIGNATURE 


Onthun £ Hane 


24 _ race DIRECTOR'S SIGNATURE ADDRESS OA GAR GA.A be. REC Sep roones 
: <t Zecca Min LASAL_ Die DATE g 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION feeer RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 40058 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where decessod lived, If institution Residence before admission} 
8. COUNTY ». STATE 


b 
§ “Balto. Cit 
arroll MABSLAND Te . o flarglend wR = 


b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAYIN 1b || WN (IF outside corporete limits, write RURAL end give neerest town) 
write RURAL and give nearest! town) 


— a Sykooville oo  Byra.dmos. ~____ Baltimore JS yop-¢ 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) d. STREET ADDRESS e, IS RESIDENCE 


ON A FARM? 
____ Springfield State Hospital _ ; 212 W. Monument Street 


3, NAME OF First Middle ~ Last | Month 


DECEASED OF 
DEATH September 5 


os 


in 24 hours after 
led in by the funeral 


c) 


DIRECTOR: After this certificate has been signed by the attending physician and complete 


(Type or print} Marie Hartman Brush 


5. SEX 6, COLOR OR RACE|7, MARRIED [never MARRIED ol® DATE OF BIRTH — 9. AGE (In years |IF UNDER T YEAR| IF UNDER 24 HRS, 
lest birthdey} Beatie] Deys | Hours Min. 


Fenale White wiowen [yj _oivorceo[] | September 18, 187 87 vs. 


10s. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE Gate R Slale, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


Housewife = Maryland 


13. FATHER’S NAME 7 "| 14. MOTHER'S MAIDEN NAME 


Augustasa Hartman Catherine Shertzer 


PIS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT al Address 
(Yes, ay ay (Ifyes givewaror dates ofservice) 


allt A Springfield Hospital Records ss 
1B. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c).] a 7 ? i . ae BETWEEN 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (s) Arteriosclerotic heart disease —__§|Years— 
oO DUE TO 
Ecnditions, Aiveny OMT IER » Generalized Yee arteriosclerosis _ | Years 
ise to immediete cause 
ing the underlying 


DUE TO 


(c) 


PART ll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(e)| 19. WAS AUTOPSY 
Sac Lae PERFORMED? 


C.B.S. associated with senile brain disease with ‘psychotic reaction, | ves []_No [at 


20e. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) - (County) (State) 
eatnalm, While __ Not While factory, street, office bldg., ete.) | 
pam. 9 et work et work 


21. 1 certify that (I) (this hospital) attended the deceased frome... 5el-., 19.59 to 1961, that (I) (we) last 
saw the deceased alive on... Om 5m... AVGL.. ., and that death occured akO0.322% iy fhe causes and on the date stated above. 


22e. SIGNATURE : ’ Sse we 22b. DATE 
Ce Leb (4 PHYS FE] biRecToR oO Pays. Bl 9 pe 


22d. ADDRESS 


pers ‘del Campo, M.D. Springfield State Hospital, Sykesville, Md. 


ae ase CREMATION, | 23b. DATE THEREOF és NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Stete) 
L (Specify) 
Z “. 
25e. REC'D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 


24 FUNERAL DIRECTOR'S SIGNATURE’ te ~ re 
Wit I. Shri heather. Lbs OBER B61 | Cinna £, Hanus 
ene 


jal or attending physician. 


MEDICAL CERTIFICATION 


he State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after death. 


LOR ATTENDING PHYSICIAN: The law requires that the death certificate be execut 
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be filed with 1 


> TO FUNE 
& director, pa: 
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4 wi MARYLAND STATE DEPARTMENT OF HEALTH 
\ 


065 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


AS. 


Lice 
‘ 3 = é PLACE OF DEATH oy USUAL RESIDENCE (Where deceased fived. If institution: Re: IO 
e7 had b. COUNTY 
32 Carroll bes ay? _ Maryland 
re] o b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY Sa TOWN ((f outside corporate limits, write RURAL ond give nearest town) 
pa RURAL and give nearest tawn) _ ‘ 
ae Henryton 23 days Baltimore 
a2 d. NAME OF HOSPITAL {If not in haspitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
r ) * , OR INSTITUTION : ON A FARM? 
5 a Henryton State Hospital 135 S. Morley Street yes] NOK) 
= Sey 3. NAME OF First Middle Lost 4. DATE Month Day Year 
2% if (Type or print) James E. Bullock deatH September 8 19 61 
Ey S. SEX 6. COLOR OR RACE |7. MARRIEDK] NEVER MARRIED [-] | 8. OATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
ie earn Months] Doys | Hours] Min. 
Male Negro wipoweo [] owvorceo(T) | 3-22-1925 yrs. 
100, USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Laborer Shipyard Norline, N. C. USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Louis Bullock Ruth Russell 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yes, no, or unknown) (UF yes, give war or date: of service) - 
No | 240-34-9012 | James E. Bullock - Patient 


18. CAUSE OF DEATH [Enter only one cause per line far {a), (b), and {c)-] 


PART I. Of 3 i i 
u iE AE = OE advanced pulm. tbe. right with a cavity 


&) Ca (Me | 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carbon papers. 


¢rematian, ar remaval, and in any event, within 72 haurs after death. 


< Conditions, if ony, which » Cancer of the lung 
— gave rise to immediote 
& cause (0), stoting the under. ( DUETO 
= tying couse lost. 
5 a Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 1 ete 
% Ka ves} No 
2 a 20a. ACCIDENT WAS UNDERLYING O) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 1B.) 
5 & | OR CONTRIBUTING C] CAUSE OF DEATH 
s G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, og (City or town) (County) (Stote) 
3 Hour 0. m. Wnilét co Nanekne factory, street, affice bldg., etc.) 
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p.m. ‘of work [[] of work 


Fe. ta —~ 19._.., that (1) (we) last 
saw the deceas i 9 1 eas pir ie causes and on the date stated above. 
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ATTENDING MED. STAFF SIGNED 
M.D. | PHYS. DIRECTOR PS PHYS. 
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Pe) 
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Be. r . 3d. LOCATION Ci we je} 
“Bunter O77, Lip. Zyfilis Sef 
7 CZ, 
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TO FUNERAL DIRECTOR: Pages 3 should be used as a burial-transit permit. File pa: 


or its designated agent, prior to burial, 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 GNGGMEDICAL EXAMINER'S CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Whore deceased lived, If aoe 1060— admission) 
a. COUNTY a. STATE b. COUNTY 
MARYLAND 


b. CITY OR TOWN [if outsida corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (lf outside corporate limils, wrila RURAL and give nearast town) 
write RURAL and giva nearest town) x 


« Air _. 10. * = : = 9 
d. NAME OF HOSPITAL OR INSTITUTION (iF no! in hospital, give streat address) | & STREET ADDRESS 15 RESIDENCE 
ON A FARM? 


soaetan -Road___. a * _,BotelerRoad___ = Lys Noe 


(rrecreit) EE STE ies B Ss LE Siam eptember 3 


5. SEX 6. COLOR OR RACE B. DATE OF BIRTH {In years {IF UNDER IF UNDER 24 HR: 
eae VER aj AanieD O 187 6 bast birthday) wear Days | Hours | Min, 


Female White winowen J ovorceo []|Dec, 25 1388 ee yn. 


Oa. USUAL OCCUPATION [Give kind of work 10b. KIND OF BUSINESS OR INOUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working lita, even if retired) 


Housewife domestic _ 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Jesse N. Butter Martha J. 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT 


(Yes, no, or unkown) | (Ifyesgive warar dates of service) 
No. cee «Keith _] —— 
GHOSE OF DEATH [Enter only one conve per line for (a), 1b), ond [old INTERVAL BETWEEN 


7 
ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY Wied 
= Me __ IMMEDIATE CAUSE te) S$ a ee ye eer 4 Brs — 


~e ) DUE TO 
Conditions, if any, which (b) 
gave rise to immediate cause 
(a), stating the undarlying (” CUETO 
cause last. =a {od 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART t(a)) 19, WAS AUTORSY 
CONTRIBUTING TO DEATH! x 


200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED, (Entar natura of Injury In Part | or Part Il of ilem 18.) 
PRIMARY [J or CONTRIBUTING [1] 
CAUSE OF DEATH. 


20, TIME OF INJURY Month, Day, Year| 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Homa, farm, ‘ 20f, (City orlown) (County) (Stale) 
agar Patm: While __Not While factory, streat, office bldg., etc.) | 
we 1” jal work at work 


21. I certify that | took charge of the remains described above, held an Autopsy lay Inspection [at Inquiry im) and in my opinion 

death resulted : Natural causes Dd} Accident [sil Suicide fp Homicide re Undetermined manner oO 
‘CHIEF MEDICAL EXAMINER [=] 

ACTUAL ee DATE SI 

anmaiet thy _ ASSISTANT MEDICAL EXAMINER [] GNED 
"DEPUTY MEDICAL EXAMINER FS, 

TPA: S Yt Address (Street, clty, town, or county) 
1c. NAME Le CEMETERY OR CREMATORY 22d. LOCATION (City, fown, or country) Ze / 
*S G 
23. FUNERAL DIRECTOR ADDRESS ‘4a. REC'D BY REGISTRAI » REGIE: E 


C. M. Waltz, Winfieldég Maryland pare SEP 6 61 Chan £ Kiana 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 
1, PLACE OF a 2. USUAL RESIDENCE (Where deceased lived. If <a 0061 —— 


0, COUNTY . STATE 
Carroll MARYLAND || ° Maryland b.COUNTY 
B. CITY OR TOWN {If oulside corporate limits, write i LENGTH OF STAY IN Tb ||. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 


Rural—-8 Sykesville ay. 8m. 19d. Baltimore 2 \ { —t } 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


Os Springfield State Hospital 610 N. Callington Avenue ves C) No 8) 

ah Whee le. First Middle a. host 4. ae Month Day Yeor 
{Type or print) Mary A. Chiriconi DEATH 9 19 19 61 

5. SEX I COLOR OR RACE |7. MARRIED EX} NEVER MARRIED [-] | 8. DATE OF BIRTH AGE (In yeors UNDER 1 YEAR] IF UNDER 24 HRS. 


female white |wiowpQ  oworceoQ | 8/1'7-7886 f 3 Hehe Monte] Boys | Hove | in 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUS#NESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Housewife at home Italy - Florence USA 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Caesar Martinelli Justin 
1S. WAS DECEASED EVER IN U. 5. ARMED ap SOCIAL SECURITY NO. JI7.INFORMANT Springfield ‘Address 


(Yes, no, or unknown), (lf yet, give wor or dates of service) 3 
| 2-1888477 Hospital records Sykesville, Md. 
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funeral director, 
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Pages 1 and 2 shauld 
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1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond ()-] INTERVAL BETWEEN 


ONSET AND DEATH 
gi. yee apy Arteriosclerotic cardiovascular heart disease years 


hao. fa 


Conditions, if ony, “J, wy Cardiac insufficiency years 
gove rise to immediote 
couse (0), stoting the under- ( OVE TO : 
lying couse lost. «Possible coronary 
Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN JN PART I(o) |19. Manik AN 
CBS associated with cerebral arteriosclerosis with psychotic reaction. yes] NOB 
200. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Then please remove carbon papers. 


I, and in any event, within 72 Oy death. 


d by the attending physician and campletely filled in b 


-transit permit. 


he buri 


the State Board af Health priar ta burial, cremotian, or removal 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, Fon 1 20F. {City or town) (County) (Stote) 
Hour o. m. While Not while foctory, street, office bldg., etc.) 
jot work [] of work [1] ' 


pe cember 30958 , to____9/19_____, 19 61, that 3 (we) last 


accurred at JAM, fram the causes and an the date stated abave. 

2b. DATE 
ATTENDING MED. STAFF _ SIGNED 
PHYS. DIRECTOR PHYS. 


72d. ADDRESS Springfield State Hospital 
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by the haspital ar attending physician. 
CTOR: After this certificate hos been signe 


hd 


may be retar 
TO FUNERAL 


NAME (Type) 


Naci N. 


23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown, or county) (Stote) 
Holy Redeemer Cem. Baltimore, Md. 


H AQDRESS 250. REC'D BY REGISTRAR 2Sb. ee 'S SIGNATURE 
10me , ne. pareSEP 21°61 Oa nD 6 Mousa 


page 3 should be detached for use 


TO HOSPITAL 


ae 
gs 
Zp 
eo 


funeral director, =f 
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Pages 1 and 2 shauld be filed with 


Then please remave carban papers. 


After this certificate has been signed by the attending physician and completely filled in b 


haspital or attending physician. 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


by the 
CTOR: 


bd 


* TO FUNERAL D: 


may be reta' 
page 3 shauld be detached far use as the burial-transit permit. 


TO HOSPITAL, 


ae 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH 


ie Eee Sore {Where deceased lived. If institution: A8 before adi I 


b. COUNTY ~ 
Maryland ueen Anne's 


1, PLACE OF DEATH 
0. COUNTY 


Carroll eee. 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
RURAL and give nearest town) 


Henryton 281 days Il Church Hill, mesyiee® 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS 
S) OR INSTITUTION 


ee e. IS RESIDENCE 
x ON A FARM? 


Henryton State Hospital Yes] NOX) 
3, NAME OF First Middle Lost 4. DATE Month Day Yeor 
: DECEASED | OF 
al aor oy Bea Clara Conyer beatH September 6 1961 
7 \ J ‘Ss. SEX 6. COLOR OR RACE | 7. MARRIED [3 NEVER MARRIED. ‘im 8. DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
_ / lost bicthdoy) |Manths] Doys | Hours | Min. 
i Female Negro wipoweo[] _oivorceo] | 4-16-1890 ZL ys. 
e 100. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
5 during most of working life, even if retired) 
2 None Unknown USA 
g 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
£ 
+ Unknown Unknown 
ize 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
5 (Vexyracrlinknewnl« Si) (GRR give Grr or date ef serves). . 
3 No | Unknown ueen Anne's County Welfare Bd. - Centrevill 
& 1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c).] INTERVAL BETWEEN, 
£ PART. DEATH NGDIATE Cause azar adv. bilateral pulm. tbc. mostly right wit 
5 Ss): Bk cavitation. 
3 Conditions, if on, which (by 
gove rise to immediote 
cause (0), stating the under ¢ OUETO 
lying cause last. {o) 
b a Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. ete de 
) = 
3 Yes] No] 
= 200. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 ar Part Il of item 1B.) 
8 [OR CONTRIBUTING ( CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S 20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 20e, PLACE OF INJURY (Home, farm, 1 20F. (City or town) (County) (Stote) 
a Hour a. m. While Not while factory, street, office bldg., etc.) ! 
= p.m. 19 Jot wark [] ot wark [7] ‘ 


., 19.81, that (1) (we) last 
saw the a a olive on Sept, 6, _ 161, and that death occurred ot ___. M, from the couses and on the dote stoted obove. 
ee 


Ta. SIGNATURE Wh, % 2.DATE 
24 Pra ATTENDING. . STAFF Hoa! 
i ae M.D. | PHYS. DIRECTOR Favs, Sept. 6, 1962 


22d. ADDRESS 


2c. PHYSICIAN'S 
NAME (Type) Edgars M. Maculans, M. D. 


Henryton, Maryland 


), oF caunty) (State) 


23a. RURIAL, ice 2b. DATE PT. ¢ NAME OF CEMETERY OR CREMATORY to} : 
Bion ier” Sert: CHURCH Atl Cth CH /fitei Mp. 


24, FUNERAL DIRECTOR'S SIGNATURE IDRESS 25a. rege pr TT er 25b. REGISTRARS SIGNATURE 
ee 83 Ae ie Phe 


the State Baord af Health prior ta burial, cremation, ar removal 
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anne CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Whoye deceased lived. If institu 
o. COUN HERTERRO a. STATE b. COUNTY CL; ; 


B. CITY OR TOWN (If outside corporate limits, write | c. LEN E SPAY IN 1b CITY OR TOWN, (IF outside carporgi limilf, write RURAL and give nearest town) 
2 give pe oa i 
d. NAME OF HOSPITAL (If nat in haspital, give street address) d, STREET ADDRE:! e. 1S RESIDENCE 
OR INSTITUTION ? * ON A FAR 
Al Bitseterler 2 


x @S 


Yes [] No 
= Bee TAA ) ip D Vid WEDH 4. arn a Lp oo 


Poges 1 ond 2 should be filed with 


ayrs after deoth. 
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LUE WIDOWED Divorced [] Z L902 3 Sa ore 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


TANI CERTIFICATE OF DEATH 
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10a. USUAL OCCUPATION, i Sg kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. 


during mast af working life, even if retired) 


tn by Ath. Be $7] lead MED Sgt = 
13. FATHER'S NAME 


MOTHER'S MAIDEN NAME 


HPLA‘ ‘State ar G0 2 ik 12. CITIZEN OF WHAT COUNTRY? 
ALL77 Lhp-27. 4: ROP 
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~ os awe? “ 
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3 ” OR INSTITUTION ‘ON A FARM? 
aS EL tt AAD #t- a yes [] No Ee 
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ONSET AND DEATH 
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% IMMEDIATE CAUSE (a). = 
25604 DUE TO Py fax ( he ) 


Canditions, if ony, which by 


(Yes, no. or unknown) ie Ye. give war oF dates of servis 


transit permit. Then please remave carban papers. 


burial, crematian, or remaval, and in any event 


The law requires that the death certificate be executed within 24 haut 
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¢ 9 couse last. el ra 
i 4 Patt II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
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: IAnyz- CERTIFICATE OF DEATH ; Ao 
1. PLACE OF DEATH — ie EteHS OFS ea is AL RESIDENCE Wer arenas lived Ae nahn ion Mah Giane teal Oper int) 
a, COUNTY A ary 4 hikewranio: STATE b. COUNTY 
thd 


funeral directar, 


3 CITY OR TOWN (If outside corporate limits, write [c. LENGTH OF STAY IN 1b | c. CITY OR TOWM{IF outside carporate limits, write RURAL and give nearest fawn) 
RURAL and,give nearest tawn ~ wi 4 
Ke Alctik. Lad PILLIALA phox 4 AGA bi Lod f2dgagagd ¢ TH 


d. NAME O1 fOSPITAL (If not in hospital, give atest address) d. STREET ADDRI e. IS RESIDENCE 
ORANSTITUTION 
A224 Jno, 


ON A FARM? 
Kova YesC] NOR 


Pages 1 and 2 shauld be filed with 


L DIRECTOR: After this certificate has been signed by the attending physicion and campletely filled in & 


& 3. NAME OF First Date A Day Yeor 
(Type or print) GRACE Wolf PvVL a SearH 5 ae 19 b/ 
l, Vs. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [J | 8-DATE OF BIRTH 9. AGE | UNDER 1 YEAR] IF UNDER oe 
< Days | Hours in. 

O47 D LLAMA wipoweo E37 divorced [] 20 Mid oo 
10a. USUAL OCCUPATION (Give kind af work dong] 10b. KIND OF BUSINESS OR INI f Lei 2. ‘or foreign A el 12. CITIZEN OF WHAT COUNTRY? 
durigg most of workifig life, evori if retired) 
ALA, -f At#bon4 Lider Le VL LAOS 


13, FATHER'S NAME 


LeLA 
1S. WAS DECEASED EVER IN’U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 


(os, 10, oF unknown) | {IF yes, give war or dates of service) 


14. MOTHER'S MAIDEN NAME 


17. INFORMAN’ 


—— 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b A erinecens 


A 
CEL 1 Bae WAS CAUSED BY: nel 
IMMEDIATE CAUSE (a) 


4 
4 YA DUE TO 
Conditions, if any, which oe 


gave rise to immediate 


Then please remave carbon papers. 


the State Baord af Health priar to burial, crematian, ar remaval, and in any event, within 72 haurs after death. 


cause {a), stating the under- DUE TO 
Pa Mau @ 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRI8UTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I{a)|19. WAS AUTOPSY 


PERFORMED? 
yes] NO 


The law requires that the death certificate be executed within 24 haurs_ofter death. Page 4 


200, ACCIDENT WAS UNDERLYING (] 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part | or Part Il af item 18.) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 


Hour a. m. While Not while 
lat work [TJ of wark 


20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County} (State) 
factory, street, office bldg., eel | 


MEDICAL CERTIFICATION 


ety Jae) f, that (1) (we) last 


causes and on the date stated above. 
‘22b. DATE 


BZZ IGNED 


by the haspital ar attending phys: 


ATTENDING PHYSICIAN 


id 


page 3 should be detached far use as the burial-transit permit. 


te 
ee fs fic Ls a ee i ae a eee eae eee Pr 
= [4 
= of RYSOR y 
22 23e. SURIAL, CREMATION, cnn THEREOF 7c. NAMG OF CEMETERY TOR-EREY 73d, LOFATIO Gysrar. an ay CoS Md 
ee Daghegps 2h MdbbddtAl Mddad ltd ed Mlb d | ftfehbd Wy Le 
ee Pig eats aa ‘ADDRESS. 25a. REC'D BY REGISZRAR | 25b, REGISTRAR'S SIGNATURE 
VR ANS (4 : 
SM 9799. ¢ (9 - HLLiAL2 ate SEP 1 4 ’61 Cirttoon A Pomsae 

7 


yi 


Poge 4 


funerol director, 


e 


Pages 1 ond 2 should be filed with 


Then pleose remove corbon papers. 


tronsit permit. 


the Stote Boord of Health prior to buriol, cremotion, or removal, ond in ony event, within 72 hours after death. 


The low requires thot the deoth certificote be executed within 24 hours after death. 


by the hospitol or ottending physicion. 


ATTENDING PHYSICIAN 
ECTOR: After this certificote hos been signed by the attending physicion ond completely filled in 


id 


poge 3 should be detoched for use os the buri 


TO HOSPITA 
may be re 
TO FUNERAL 


age 
an 
=> 
La 
pa 
WS 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


4 9 
10072 CERTIFICATE OF DEATH 
1 Here uae 2. maga TN (Where deceased lived. If institutian: aa Gh... 
Ht a. b, COUNTY 
Carroll Linge Maryland Carroll 
b. CITY OR TOWN (IF autside carporate limits, write | c. LENGTH OF STAY IN 1b c, CITY OR TOWN (if autside carporate limits, write RURAL and give nearest town) 
RURAL and give nearest tawn) 
Taneytown Lifetime Taneytown 
d. NAME OF HOSPITAL (If nat in haspital, give street oddress) d. STREET ADDRESS. e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Middle Street yes (] NO 
}. NAMI " " Z 
DECEASED. First Middle last 4 gs Manth Day Year 
{Type ar print Ada Reindollar Englar ceamt September 21, 1961 
8. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIECXC] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthday) [Manths| Days | Hours} Min. 
Female (White wiboweof] _oworceoO] [June 14, 1889 72 yn. 
10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of warking life, even if retired) 
Clerical work Newspaper Taneytown, Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Preston B. Englar Margaret L. Reindollar 
1S. WAS DECEASED EVER IN U. S, ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 
(Yes, no, or unknown) UF yes, give war oF dotes of service) 
No | Miss Beulah Englar, Taneytown, Maryland 
18. CAUSE OF DEATH [Enter anly ane couse per line for (a), (b), and (c).] INTERVAL BETWEEN 


® — ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) Odio Raricsactrsa cee Of Ts Ub a 17401 

14 x DUE TO 
Canditians, if any, which ie 

gave rise to immediate 
cause (a), stating the under. f OUETO 
lying couse last. © 
Paar Il. OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19, WAS AUTOPSY 


Wowk ines Sb ese ee YD) NOR 


. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 18.) 


20a. ACCIDENT WAS UNDERLYING 1] 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 


Hour a.m. While Nat while 
pom lat wark [[] at wark 


20. PLACE OF INJURY (Hame, fer Te (City or town) (County) (State) 
factary, street, affice bidg., 


MEDICAL CERTIFICATION, 


saw the deceased alive an. Gl 
22a. SIGNATURE ‘2b. DATE 


ATTENDING Fé STAFF SIGHED | 
‘Ss M.D. | PHYS. etikcror OBE Oo 2-2/6/ 


2c. a i 22d. ADDRESS 
ype) q 
AUBLER Thompson 49 Frederick Sts-Tancytow, Mde 

230. BURIAL, aa 23b. DATE THEREOF ‘We. NAME OF CEMETERY OR CREMATORY Bd. LOCATION (City, tawn, ar caunty) (State) 

REMOVA\ ify) 

urial HENS lutheran Cemetery Taneytown, Maryland 
24, FU! tA’ DIRECTOR'S, TUR és ADDRESS 25a. REC'D BY REGISTRAR 5b, REGISTRAR'S SIGNATURE 
0. fuss & Son Taneytown, Maryland cate SEP 25 61 than § Hash 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


20073 CERTIFICATE OF DEAT 
1, PLACE OF DEATH Etens f-& 3 a rv tee lived, If = 1.0067 


cause lest. ) 


3S 
‘a 
° CMSA e. STATE b. COUNTY 
3 2 Carrol] _ AGT ee ||_ Maryland ________Carroll 
2 b. CITY OR TOWN {if ouiside corporate limits, c, LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corpor is, write RURAL end give neerest lown) 
Ses write RURAL end give neerest town) 6 
ety —, Sykesville 16 months a Westminster 
= 6 3 . Hic wed N OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) ‘d. STREET ADDRESS - z J "| & 1S RESIDENCE 
= id AFAI 
2 meg} 2 Springfield State Hospital i } 162 Pennsylvania Ave. ___| ves [} No 
2 3 3 SABE dey First Last a Chae Month Dey Yeer 
3 T i 
e ga baer Annie Louise _GLADFeLTan | Sem 9 - 23 1961 
Seon 5. SEX 6. COLOR OR RACE|7, MARRIED [_] NEVER MARRIED [_] | 8 DATE PB sIRTH 9. AGE (in yeers ji UNDERT YEAR| IF UNDER 24 HRS. 
i ae lest birthday) carl Deys | Hours | Min. 
° «98 female white wivowep [XJ —bivorced [|] UK 12 $889. 
8 F 3 10e. USUAL OCCUPATION (Give kind of work TOb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE “(County & State, or foreign country) ‘12, CITIZEN OF WHAT COUNTRY? 
os x ° done during most of working life, even if retired) 

rd 
& Bs usewife le es Pennsylvania _ U.S.AL 
2 Gs 13. FATHER’S NAME ] 14, MOTHER'S MAIDEN NAME 
= aa 
Lee Ephraim Ernst ogy Manda Marks i <B, 
o gs 15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
ce is {Yes, no, or unkown) | (Ifyesgivewerordetesof service} 
a2 ng =e. Eee | Springfield State Hospital Records ss 
£ = 18. CAUSE OF DEATH [Enier only one cause per line for (@), (b), end (c).| INTERVAL BETWEEN 
ee) PART I. DEATH WAS CAUSED BY: ‘ONSET AND DEATH 
530 ae cause (¢)_ Arteriosclerotic heart disease “ _years 
gs 5 b)) ug DUE TO 
s2° Conditions, any, which ) Generalized arteritsclosis , marked. |__ years 
oe 3 ge to immediete ceuse 
£22 (e), steting the underlying f DUE TO 

2 

2 

8 

= 

8 

2 

£ 

s 

< 

a 

re} 

iad 

13) 

a 

& 

4 

a 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after deat! 


>eE 
ea 
Spo 
ea i 
ong 
a 
23s 
So. 
aya 

o : 
gs ss z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1 WAS AUTOPSY 
mess = 2 
Hees els assoc, with senile brain disease with psychotic reaction, ves [] No [od 
2255 ©  [20e. ACCIDENT WAS UNDERLYING [1 | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Part Il of item 18.) 

& Sita & | OR CONTRIBUTING [] CAUSE OF DEATH 
aeze & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

y 2 ps = 
OFs2 § |20e. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 202. PLACE OF INJURY (Home, ferm, » 201. (City or town} (County) {Stete) 
Bues a Hour ¢.m, While Not While factory, street, offies bldg., etc.) | 
a2 3 Z Bene 19 ot work [_] et work Hi 

ia 
Be ) 21. 1 certify that {I) (this hospital) attended the deceased from... i575 /60, A a, that (1) (we) last 
m8 3 / saw the deceased alive on....9/ 23/ ole) 9 ... and that death occured ae LM, from the causes and on the date stated above, 
6 5 = pee ee wees ATTENDING STAFF ay SeNED 
: Lh, 3/6 
oe? ” (ea VLte tw é 4LTtt PHYS. E BinecroR lhe PHYS. D4 ~ 9/23 él. 
&. ne 5 22d, ADDRESS 
oo Ni ype! 

mo a 
Bee. pe SS [a Ug —- 5 oe 
O<crs 73e, BURIAL, CREMATION, v ip La 23c. NAME OF CEMETERY OR TORY 23d. LOCATION (City, pbwn or county) (Stete) 
Gaoko VAL (Speci 

SA S-@ Ca 
‘Sahoo LL bi ih, i 
Pe hats ” TOR'S 1 Ze ESS. Sa. REC! STRAY ef 25b. REGISTRAR'S seNgone 

15M 9/60 LY DATE = ? ‘3 


MARYLAND STATE DEPARTMENT OF HEALTH | 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND = 


10074 CERTIFICATE OF DEATH 


i 


=~ ce 
& 3 Be A PLACE Ore DEATH Dy USUAL R RESIDENCE (Where deceased lived. If institution: Residence before adm 
5 By a. COUN o. STATE b. COUNTY 2 
Fa cag Carroll bss Saar Maryland Washington 
Se b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
2 é por 
uf e = sae oT baie eel WW H 9 
ee ural _- Sykesville agerstown 
Soe 8 O / | ¢. NAME OF HOSPITAL (If nat in hospital, give stree? oddress} d, STREET ADDRESS e. I$ RESIDENCE 
‘Ss > OT imal OR ‘Seeks field St 4 tal R #h | ona ie 
~ 
rf ring fie: ate Hospita! ‘oute HES 
3 paw! 
2 3 5 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
x -. ‘ , 5 
ie ies Mypaionipcn Missouri Mae GRIFFITH DEATH September. 19 61 
£ os Bs 5. SEX 6. COLOR OR RACE |7. MaRRiED[[] NEVER MARRIED [&] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER } YEAR| IF UNDER 24 HRS. 
Sie lost birthday) [Months] Doys | Hours] Min. 
ay 2 Female White wipowep [] pivorceo 5-30-83 7B ys. 
3 EA 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
5 
8 8 uring mast af working life, even if retired) Hapland U.S.A 
See 4 lone arylan eos 
3 Ry 
3 ° 2 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
§ os . : 
LaRRT EES Elias Griffith Sallie McMullen 
= Zo oF 15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
£ 
= 6 § 5 (Yas, ae unknown) | (IE yes, give war or dates of service) H spital # = 
up ae fo} ecordas 
es eS 
5 E 8 = 18. CAUSE OF DEATH [Enter only one couse per line for (o}, (b), ond (¢)-] INTERVAL BETWEEN 
‘Oh ee nr PEAT UMDIATE Cause (o)_Bronchopneumonia 5 days 
c= 0 
= 22% LAX ore 
5 
£ BS 3 Canditions, if ony, A (b) 
Pry as : ; 
3 BES gave cise to immediote 
SS Snes cause (a), stoting the under. (° OVE TO 
em aS lyi last. 
Foee = ying cause ( 
2oce arn couse at 
xy g 5 2 z Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 3(a)/19. WAS AUTOPSY 
oeBES Q PERFORMED? 
. 4 a 2 
26855 $|_CBS_ associated with senile brain disease, with psychotic reactions ves) NOE] 
reo Ble = ]200. ACCIDENT WAS UNDERLYING E)__ | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nolure af injury in Port | ar Port Il of item 1B.) 
es iG go & | OR CONTRIBUTING L] CAUSE OF DEATH 
ag as © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
ae oe of 
2 oR & [20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED ‘2e. PLACE OF INJURY (Hame, om ‘T20F. (City or town) (County) (State) 
$58ea s Hebr Sele: Re i eat foctary, street, affice bldg., etc 
ape? i = p.m. 19 lat wark [] ot wark ( 
egos 29 6 
232 5% — | |21.b certify that 2) (this hospital) attended the deceased from__O7H «1922, to____ 9 Sapyeee. , 19.0], that #8) (we) last 
232% 
oe te saw the deceased alive an__9720 ______ 19.61, and that death accurred at Ein ea the causes and on the date stated abave. 
Zea ds e, 
F263 & 220. SIGNATURE q : Me SIGNED 
ee ATTENDING MED. STAFF 
isi Z ge f \eu he et M.D. | PHYS. K)__pirector PHYS. 2 9-29-61 
3c 2c. PHYSICIAN'S 22d. ADDRESS 
e358 NAME (Type) 
Seage lise Kguaeg sD eo Ne Sykesville, Maryland ______________. z 
BBZYOD Wa. BURIAL, CREMATION, | 23b, DATE THEREOF ‘3c. NAME OF CEMETERY OR Caiiini®@RY 23d. LOCATION (City, town, or county) (State) 
rs 
9,5 9% REMOVAL {Speci ; . 
re LO -1~ 6) Ki 
os = ; 
- oF 4, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR | 25e/ REGISTRAR'S SIGNATURE 
VRAIS I) W. bla y) la eael 3 Bl Clithun £, Prana 
tf 


ftem cO Pilm €95 9-¢cmQlr¥EAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


—~ FOR STATE 7e 075 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 40068 
HEALTH DEPT Sa = 
eft SCR ee DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before admission} 
52 ° a. STATI . COUNTY Ps 
5 2 Carroll MARYLAND Maryland Balto. ounty Vv 
ou b. CITY OR TOWN {if outside corporete limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest town) 
3 s write RURAL and give nearest town} S es 
of _ Sykesville a _4 mo. 13 dys Baltimore .s 2% 
& 8 d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give stree! address) d. STREET ADDRESS: @. IS RESIDENCE 
7 I ON A FARM? 
oie! 1 sgqpSptinefield State Hospital Se RS els 
a g 3. Bul tic) First Middle Last | 4, DATE Month Dey Yeer 
3 : Ba! ; 
25 {Type or print) Julia May Halberstadt | peATH September 14 19 61 
£5 3. SEX 6. COLOR OR RACE)7, maRRiED [~] NEVER MARRIED [|] | 8 DATE OF BIRTH 9. AGE (In years |F UNDERT YEAR| IF UNDER 24 HRS. 
By Jast birthday) Betiis| Days | Hours | Min, 
a3 _ Female White wipowen€] _vivorcio[]| May 24, 1882 yrs, 
2 = 10a. USUAL OCCUPATION (Give kind of work 0b. KIND OF BUSINESS OR INDUSTRY | 1. BIRTHPLACE (Stete or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Oo {a done during most of working life, even if retired) 
rahe Housewife - Maryland U.S.A. 
& 13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME > 
£1) Daniel Tyler Hanna O'Neil 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO,| 17, INFORMANT Address 


(Ityesgive warordates ofsorvice) 


(Yes, "H% unkown) 
° 


Springfield Hospital Records 
"| 18. CAUSE OF DEATH (Enler only one cause per line for (a), (6), end (e).] i = ~ | (NFERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ee ae 


_ IMMEDIATE CAUSE )_Asphyxia due to occlusion of larynx and bronchi |Minutes  __ 


c 
q 2 /, / custo With food, 
iy Conditions, if eny, which )_Arteriosclerotic heart disease. ___|Years 
gave rise fo immediate cause 
(a), steting the underlying f CUETO 
cause lest. (e) 
ra PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T{a)| 19. WAS AUTOPSY 
PERFORMED? 
Ee 
3(C.B.S. associated with senile brain disease. ves {J} no [-] 
#5 | 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enier nature of injury In Part | or Part Il of item 18.) 
§ PRIMARY [] or CONTRIBUTING 1 
ks] TRCSECE CEST Aspirated food * 2 
| 20c. TIME OF INJURY Month, Day, Year) 20d, INJURY OCCURRED.) 20e. PLACE OF INJURY (Home, farm, > 20%. (Cily or town) (County) (Stare) 
uv 7 1 
a Hour @.m. While __ Not While fectory, street, office bidg., etc.) : 
06 Es = pe. = 19 __|atwork [Jet work pecans kesville Carroll Md. 


21. I certify that | took charge of the remains described above, held an Autopsy a Inspection ik} Inquiry fx}. and in my opinion 
death resulted from: Natural causes ek Accident zl Suicide et Homicide fat Undetermined manner i 
CHIEF MEDICAL EXAMINER [_] 
ey 5 Nora) MM.p, ASSISTANT MEDICAL EXAMINER DATE SIGNED 
DEPUTY MEDICAL EXAMINER [3 


James T. Marsh, M.D. Address (Street, ofty; t0wn, or county) 9-14-61 


228. OL CREM: ea] 22b. DATE THEREOF 22. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) (Stale) 
REMOVAL (Specify) 
Burial 9-18~61 Holy Cross Cemetery Brooklyn, A.A.Co. Md. 
24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


L DIRECTOR ADDRESS 
pate SEP 1 8 ’61 Cuttun £ Fant 


ICAL EXAMINER: This certificate should be executed within 24 hours after death, If any 


please execute the certificate, writing the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the fu 


4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3. Page 5 may be retained for your files. 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit 
or its designated agent, prior fo — or removal, and in any 


TO DEPU 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10076 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 7 


1 Ryiaricd DEATH 2, USUAL RESIDENCE (Where deceesed lived, If inslilution: Residence before edmission) 


Ss a STATE b. COUNTY 

# CITY OR TOWN {if outside corporete limits, “¢. LENGTH OF STAY IN 1b ¢, CITY OR TOW If outside corporate limits, write kb $ ad ack. town) 
gees RURAL end give neerest town) 0 Vere 
IAME OF AZak ka OR INSTITUTION [if not in hi ee aieomad e Ar eZ cl é ote a. iS” eed 


MARYLAND 


irector. Page 


©) 


ined for y you, flee 


= Ke Ni d. SAREET ADDRESS 

2 ON’A FARM? 
2 yy Z as +a yes ([] NO [een 
& ‘g agente "4 First Aba ; “Middle ila ye 4. H oe Moni Dey ‘Yeo, Eu 
25 (Type or print) c LOL CRAN Fe - WA PRIS DEATH i, 

€ ) 5. SEX | 6. COLOR OR RACE eers (|F UNDER 1 YEAR| IF won 24 


lest birthdey) eg Days | Hours Min, 


. 


7. MARRIED J>ANEVER MARRIED Ol] | 8. DATE OF lt 
Drtle_ Mtl. wioowtp [} _vivorctp [-] 
100. USUAL OCCUPATION (Give kind of work 7 


yes 
10b. KIND OF BUSINESS OR INDUSTRY | 1 Lehto Ls foreigt ee 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retire: 


Seo. LE“ li. _\ Y-S-h. 


4. MOTHER'S MAIDEI MEM 


DECEASED EVER IN U.S. ARMED FORCES? | 16. Lo hte. SECURITY NO.| 17, INFORMANT Address =. — 


(Yes, n& or unkown) | (Ifyesgive werordatesofservice) 9 -~F2 OM, bee 7, Ninhea,, Late Miele es 
2 ay —_—__ £ al SS ] INTERVAL Te 


18. CAUSE OF DEATH [Enter only one come per line for (e), (b), end {c}.] 
2 1 ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: 
eshte Lert 4 Reet —_ 


24 hours after death. If any 


2 
o 
= 
2 
o 
vy 
2 
a 
a 
3 
2 
a 
$ 
iY) 
oS 
2 
€ 
& 
= 
| 
5 
e 
S 
a 
& 
= 
a 
= 
9 
g 
‘3 
S 
J 
© 
4 
a 
= 
7 
= 
s 
8 
o 
ae 
2 
: 
x 
oS 
3 
‘a. 


IMMEDIATE CAUSE (e) 


bie 4 DUE TO 


Conditions, if eny, which (b) 
geve rise to immediate ceuse 

(8), steting the underlying ( CUETO 
couse lest, i: Te (a) 


I-transit permit, File pages 1 an 


Tal 
or its designated agent, prior to burial, cremation, or removal, and in any event within 72 


PART i OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO ' THE TERMINAL DISEASE CONDITION GIVEN IN PART Ie) 


tificate should be executed wi 


19. WAS AUTOPSY 
PERFORMED? 


ves TNO KY 


ps 


is cert 


Th 


20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert I or Pert Il of item 18.) 


septs 
20. PLACE OF INJURY (Home, ferm, | 2pf. Leib oatainy 
feclpry, street, office bldg., etc.) 


topsy Oo Inspection 
death resulted from: Natural causes ie Accident [iat Suicide PQ Homicide i! Undetermined manner oO 


200. EXTERNAL CAUSE WAS 
PRIMAR’ or CONTRIBUTING [] 
CAUSE @ DEATH. 


20c. TIME OF INJURY Month, Dey, ioe 


Je 


‘Od. soprctcmt OCCURRED 


hile Not While 
ot work [_] ot work 


Page 3 should be used as a buri 


MEDICAL CERTIFICATION 


(Coynty) 
ran 
<> 


21. I certify that | took ary of the remains described abové, held an mee a and in my opinion 


ICAL EXAMINER: 


4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3. Page 5 may be retai 


° 

= 

18) 

F MEDI 

a to i CHIEF MEDICAL EXAMINER [_] 

a eg Gi ASSISTANT MEDICAL EXAMINER 

| MD. 

5 : DEPUTY MEDICAL EXAMINER 4 i , ¥ G 
= =) a Address (Street, city, town, or county) _ L ch MA met, 
ix} 5 22a. aT "22b, DATE THEREOF IAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) 

a EMI Vin re e 

aac el fuses, Lee pws, Md. 
ts! eS 23. tte  Piaglte ‘ADDRESS. 24a. REC'D BY REZISTRAR| 24b. REGISTRAR’S SIGNATURE 

VS. AISME t = aa oe 
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Then please remove carbon papers. 


The law requires thot the deoth certificote be executed within 24 how 
ing physician. 
the Stote Board of Health prior ta burial, cremation, or remaval, ond in ony event, within 72 hours after death. 


ATTENDING PHYSICIAN: 
by the hospital of attendi 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


4 rd 


CERTIFICATE OF DEATH 


1. PLAGE OF DEATH 
es IN) 
pe MARYLAND 


b. CITY OR TOWN (If autside carporate limitsswrite | ¢, LENGTH OF STAY IN 1b 


2. eee pee iDENNCE: {Where deceased lived. If institution: AQ: Zz Fae 


b. COUNTY 


ITY, QR TOWIW|IF outside corporate limits, write RURAL and give nearest town) 


G 
RURAL and giye nearest town) | 01 V 7om 
od. NAME OF HOSPITAL (It not in¢hospitol, givgAfreel aie suey ‘ADDRESS. e. 1S RESIDENCE 
OR JMSTITUTION : . ‘ON A FARM? 
LL) ves] wo Et” 
3. N, First Middl 4. DATE 
NAME OF irs iddle Da Month Dey J Yeor 
iiypeiar pein) Lp T/A Mf ER eat? DEATH 24 19 @/ 


5. SE: 6. COLOR OR RACE | 7. MARRIED 


wipowep [4— divorced [] 


_- MARRIED [-] | 8- ey OF BIRTH 


IF UMIDER t YEAR| IF 
Months] Days 


IDER 24 HRS. 
Hours | Min, 


AGE (In years 


al LO m 


ring mast of working life, even iffetired) 


109. USUAL OCCUPATION “Give kind of wark =“ KIND OF BUSINESS OR INDUSTRY 


af) Lelie, Bll or foreign country} 12. CITIZEN OF WHAT COUNTRY? 


A-3-G. 


3. HER’S NAME 


li "32 MAIDEN NAM Rel 
\ Lheoe a : 


/AS DECEASED EVER IN U. S. ARMED FORCES? ]16. SOCIAL SECURITY NO. 
A. 10, oF unknown} (IF yes, give war or dates of service) 
peo sieie 2 | aaa =e 


17. INFORMANT 


1B. CAUSE OF DEATH [Enter only one cause per line For (0), (b), and (¢).] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0). 


Bp 04 Crhan~ age: 


RVAL BETWEEN. 
INSET AND DEATH 


» Gerenra bged Qtr scherp sis 


> 3 vas DUE TO 
Conditions, if day, which 
gove rise 10 immediote 
cause (0), stoting the under. (DUE 1 
lying couse lost. (et 


| 


Part 4, OTHER SCUIE ANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 


19. WAS AUTOPSY 
PERFORMED? 


yes] Nop 


+z 


©. Site los P oveae- UNDERLYING 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


| Compas inf Tomy Tis. waibhras, 
2 DES@RIBE HOW INJURY OCCURRED. (Enter noture af injury in Port i Part Il of item 1B.} 


20c. TIME OF INJURY Manth, 
Hour 


Doy, Year | 20d. INJURY OCCURRED 


MEDICAL CERTIFICATION 


206. PLACE OF INJURY (Home, form, | 20F. (City or town) 
factory, street, office bidg., etc.) | 


(County) (State) 


fee 19) Meee Tellenrecree i 
at ag that (1) (this hospital) attended the deceased fromal vy f. Cons It] 4 jo-2@ Looe ls 19%. Le that (1) (we) last 


. fram the causes and on the date stated above. 


22b. DATE 
ra da ING 


STAFF 
PHYS. 


MED. 
WR) pirector 


72c. PHYSICIAN 
E {Typ / 


af4fci” 


Ie aad “Bri dee, Med. 


230, BURIAL, CREMATION, | 23b. DATE THEREOF 


MOVAL (Specify) 26 i 


24, FUNERAL DIRECTOR'S SIGNATU; ADDRESS* 


- ZB 5 


23c. MAME OF CEMETERY OR " aten, 
es BY REGISTRAR 


Zid. LBCATION (City, pwn, or county) 


25b. REGISTRAR'S SIGNATURE 


SEP 27 '61 


DATE 


ON a 


‘din by the funeral 


# 


wytin 24 hours after 
fter this certificate has been signed by the attending physician and completely { 


hours after death. 


Then please remove carbon papers. Pages 1 and 2 should 
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Dept. of Health prior to burial, cremation, or removal, and in any event, i) 
\ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
4 NO79 CERTIFICATE OF DEATH 
1, PLACE OF DEATH =~ 2, USUAL RESIDENCE (Whare daceased lived, If ihalitution: Rasidanca before admission) 


a. COUNTY a, STATE b, COUNTY 
MARYLAND Maryland Howard 


rr, 
b. CITY OR TOWN (if outside corporate limits, 


c. LENGTH OF STAY IN 1b ~e. CITY OR TOWN (If outside corporata limits, writa RURAL and giva naerast town) 
write RURAL and give nearast town) a : 
___ Sykesville 2 mo, 12 dys Wot Ellicott City 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hespital, giva strast address) od. STREET ADDRESS \ » 1S RESIDENCE 
NA FAL 
Springfield State Hospital is ] 2” Ihe [No Gd 
3. NAME OF | 7 First “Middie Test ye DATE "Month Day Year 
Tyemeeier el Lillie May Kemp peata September 20 961 
Sty sax [6. COLOR OR RACE|7, marRieD [NEVER MARRIED 8. DATE OF BIRTH = 9. AGE (In years |IF UNDER YEAR| IF UNDER 24 HRS._ 
F 1 Whit last birthday) yenifel Days | Hours | Min. 
emale e wipowen [_] ovorceo[] September 12, 1889 72 ys 
TOs. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | li, BIRTHPLACE (County & Stale, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


dona during mos? of working lifa, avan if ratirad) 
None 


Maryland 


14. MOTHER'S MAIDEN NAME 


Unknown. Florence Ramsburg 


= Nene U.S.A. 


13, FATHER’S NAME 


Unknownx Ezra Kemp 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 

{Yas, no, or unkown} | (Ifyasgivewar or dates ofservies) 
No = Sri" o Mone St Springfield Hospital Records 
18. CAUSE OF DEATH [Entar only one cause per line for (a), (b), and (c}.) = rh 2 ~) INTERVAL BETWEEN 


ONSET AND DEATH 


fonths & Days 


PARTS. DEATH Weare caus (a) Old and new myocardial infarction 


bb ¢ (é) DUETO 

Coudhioel aiken nten ) Coronary arteriosclerosis 4 | Years _ 

gava rise to immadiata couse 

(a), stating the underlying ¢ PUETO 

ee ee (e) a be : 
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. WAS AUTOPSY 
=| C.B.S. with cerebral arteriosclerosis with psychotic reaction. ves [4] No [J 
= | 20a. ACCIDENT WAS UNDERLYING [] | 206, DESCRIBE HOW INJURY OCCURED. (Entar natura of injury in Part I or Pert Il of item 1B.) he 
& | On CONTRIBUTING [] CAUSE OF DEATH 
© | UF EITHER, NOTIFY MEDICAL EXAMINER) 
Kd Oe. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20a. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County} ~ (Stats) 
a occ arie While __Not While factory, street, offiea bldg., ate.) | 
Z are 1" at work [_] at work | 

21. | certify that (I) (this hospital) attended the deceased from... ia 1: Qtto Ss 199:4, that (I) (we) last 

1O+15 "a stil 
saw the deceased alive on. on DeeA QO 61, and that death occured at........M, from the causes and on the date stated above. 
5 es Aaa Gp Vrm ATTENDING MED STAFF ae 
Cle tbh lte-. Ae Sa2e¢ ae Mp. | PHYS. iF) _ DIRECTOR pws. x 9~2081 
20. PHYSIPAN'S aig a x ~|22d, ADDRESS 
“yor __Agustin del Campo, M.D. _| Springfield State Hospital, Sykesville, Md. 

Tie, BURIAL, CREMATION, | 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY ad, LOCATION (City, town or county) (Stata) 


REMOVAL (Spacify) 


9-22.61 St.Johns_ 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


F.C.Higinbothom, Ellicott City, Md 


Ellicott City Md 


250, REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 


pare SEP 2.5 '6% aL ON Oe 
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ter death. Page 4 
me funerol directar, 
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Jaurs 2 


Then pleose remove carban 


hysician. 
the State Boord af Health priar to burial, cremation, or remavel, and in any event, within 7: 
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ATTENDING PHYSICIAN 
by the hospital ar attend 
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page 3 shauld be detached far use as the burial-transit permit. 
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MARYLAND STATE DEPARTMENT OF HEALTH 


7 00)7 GpIVision oF STATISTICAL RESEAREH AND RECORDS — BALTIMORE 1, MARYLAND 
¥ CERTIFICATE OF DEATH 


= 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. IF aaa r 1B z 3 ‘admission) 


. COUNTY . STAVE, 
a Carroll marian || ° "Mryland » COUNTS omerset i 
b. CITY OR TOWN (If autside corparate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (lf outside carporate limits, write RURAL and give nearest town) 
RURAL ond give neorest tawn) 
Henryton 34 Days Pocomoke 
a. NAME OF HOSFITAL lf not in hospitol, give street address} d. STREET ADDRESS : o. 1S RESIDENCE 
R INSTI ION i y | ON A FARM’ 
RFD 1 Box 122 1r X- Sd hem 
middle lost 4. DATE Month Doy Year 
{Type ar print) F. Kersey DEATH September 19 961 
5. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER } YEAR] IF UNDER 24 HRS. 
lost birthday) | Months] Days | Haves | Min. 
Female Negro |winoweng] _—oworceo] | 4-13-1882 99 ys. 


100. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY 


2 ING 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 


11, BIRTHPLACE (Stole or fareign country) 


Domestic Apppmattox Co. , Vae USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
L. James Handy Louise Conquest 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
an fs eg Wa OM Goa ate, aaat of esto) 
No | =03 =, Julia F. Kersey=j Same 
18. CAUSE OF DEATH [Enter only one cause per line far {a}, (b), and (ch.] INTERVAL BETWEEN 


ONSET AND DEATH 
PART I. DEATH MEDIATE Cause fo. __Lnsufficiency of Aorta 


oO @ 2 » DUE TO 


Conditions, if ony, which w__Selerosis, old age ei 


gove rise to immediote 
couse (0), stoting the under. ( DUETO 
lying couse lost. «Min. pul. tbc., pleurisy, atlectasis rt. 


ra Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19 Ney eevee oe 
z 

5 yes—] No] 
= | 200. ACCIDENT WAS UNDERLYING C]_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | or Port II of item 1B.) 

Si OR CONTRIBUTING CJ CAUSE OF DEATH 

G | ((F EITHER, NOTIFY MEDICAL EXAMINER} 

& [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (Caunty) (Stote} 
3B Hour o.m. White Not while factary, street, affice bldg., etc.} 4 

= pom. 19 lat work [[] ot wark \ 


21.1 certify that (I) (this haspital) attended the deceased fram._ ee 13 Sea ap 1991 | that (1) (we) last 
saw the Secourge alive on. Sept. 19 1961. and that death accurred at_ 


, tram the causes and an the date stated abave. 


Za. SIGNATURE A J 22b.DATE 
7. ATTENDING MED. STAFF 
e715 Via As, oe M.D. | PHYS. DIRECTOR & PHys. () as -61 
7c. PHYSICIAN'S le ‘ADDRESS 
NAME {Type} 


230. BURIAL, CREMATION. | 23b. DATE THEREOF ., NAME OF CEMETERY 7 CREMATORY OCATION (City, town, or county) {Stote} 


HOS 19-22-61 Chops POcoyneta_, rf * 


24, FUNERAL D ADDRESS 250. REC'D BY REGISTRAR ‘25b, REGISTRAR'S SIGNATURE 


RECTOR'S SIGNATURE ‘ 
4), 9 a) LA Jase Chanel Ug. | orth 2 8'61 Cathar Le Gata 
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ter death. Page 4 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
100890 CERTIFICATE OF DEATH 


|. PLACE OF DEATH 2, usu, deceosed led. If institution: Re: 
9, COUNTY ire b. COUNTY 


b. CITY @R TOWN [if oupside corporote limits, write | c. LENGJH OF STAY IN 1b <. CITY OR TOWA (If outside corporate limits, write RURAL ond give nearest town) 
RURAJ ond gi ft town) S71 ae Ze, a: 


d. NAME OF HOSPITAL {If not in hospital, ‘give street address) d. STREET ADDRESS e. 1S RESIDENCE 
ORANBTITUTION ON A FARM? 
i Yes PY No.) 


. NAME OF First Middl Lost 4. DATE D y 
DECEASED “ — EE : & OF ae =" 
(Type lor print} Vai E AMD— B- DEATH 19 of 

5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE {in yghrs [IF UNDER 1 YEAR] IF UNDER 24 ARS 

i LU inidoy) Months] Days | Hours[ Min. 
WIDOWED x Divorcep [] 24- ves. 


100. USUAL 
duri 


CCUPATION (Give kind of work done] 1b. KIND OF BUSINESS OR INDUSTRY Jif. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
st amg-tife; eyen if retired) yi q , { Le) ZS { 
MOTHER'S MAIDEN NAME 
e ‘ A ie ~ A 
AS DECEASED i IN U, S. ARMED FORCES? ]16. SOCIAL SECURITY NO. INFORMANT } Addrags 
no, or unknown) 1. Giye war or dates of service) Wb Q. Uhecvaey YW. / a 2) y/) { 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, 4 INTERVAL BETWEEN 
‘ ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: = Zz A. 
IMMEDIATE CAUSE (0) —t LQ hy he he 
j DUETO , Q 
~ j (a Z . 
Conditions, if ony, which wf easale. Cc ZA hie 22-7 1 OL 


2 


gove rise to immediote 
couse {o), stoting the under. ( DUE TO 
lying couse lost. a i] 


5 Pant il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. ees 
2 4 

& yes] NOC] 
E £ OF 

& (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& ]20c. TIME OF INJURY Month, Doy, 20e. PLACE OF INJURY, (Home, form, | 20F. (City or town) (County) (Stote) 
3 While INH etiie: foctory, street, 9ffice bldg., etc.) r 

= lot work [_] of work i 


21. | certify that | attended the deceased fram__2_F_S8 2-2 “LO == _., 19Zg7that | last saw the deceased 


alive an... 2. ee WW&,4___, and that death accurred at_ fo, fram the causes and an the date stated abave. 
ADDRESS (Street, city or townytote} DATE SIGNED 


or ee SOREN A Me te er eee ages tea os Oe 


mans ot OO Lorre, 
p 


Ic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 


da. REC'D BY REGISTRAR ‘24b. REGISTRAR'S SIGNATURE 


paTeSeP 8°61 Cuthea £ Haus 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


a, 
ES 1, PLACE OF DEATH : 2, USUAL RESIDENCE (Where deceoted lived. I institution Reside ed A Jograade) WA 
“ o. b. COUNT: : : 
is Carrol] eee) Viaryland Baltimore City 
4 b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN Ib || __c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
a RURAL ond give neorest town} 10m ha Baltimore 2h : 
2 a Sykesville Cee AMO SVOL-4¢- 
2 O15 d. nan Seer {If not in hospital, give street address) d. STREET ADDRESS ©. 1 RESIDENCE 
al INSTITUTION ON A FARM? 
“ af 
@ ® Springfield State Hospital 3030 Hudson Street ves] NOB 
=e . NAME OF First Middle Lost 4. DATE Manth Doy Yeor 
a0 DECEASED Czeslaw OF 
gt (Type ar print) Helen Lenezewska (Lentz)| cram September al 19 61 
es S, SEX 6. COLOR OR RACE |7. MaRRiED[] NEVER MARRIED [-] |®. DATE OF BIRTH 9 AGE tn jo JIEFUNDER YEAR| IF UNDER 24 FS. 
id last, birthdoy! Manth: Da Min 
& Female White  jwivoweo pivorceof] |April 2, 188 a esa i al lat be 
2 y 
5 
a 10a, prota See GS) (Give kind = ea 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
5 juring mast af working life, even if retifed) 
2 Housewife - Poland Poland 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


George Chrobocinski Caroline Gajewska 


ee Hee pee eat IN U. S. ue mies 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
ae, 216-10-8208 | Springfield State Hospital Records 


Then please remave carban papers. 


the State Boord af Health priar ta burial, crematian, ar remaval, and in any event, wit! 


1B. CAUSE OF DEATH [Enter only ane cause pepline for (a), (b), ond (c)-] ATER ERR 
PART |. DEATH WAS CAUSED BY: 
nnesearena Pee DK ARY Cue lus poe) IPD ED 
f j 
ae ‘ DUE TO 


contin, Fp ona) gy COR OM ARY LBVEFIALENES | f 170. 


gave rise ia Mela 
DUE as 


ee ens eee > Ca RDN FaerevRéE G& oo. 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hages after death. Page 4 
RECTOR: After this certificate has been signed by the attending physician and campletely filled it™y the funeral directar, 
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R.V. Houck, J 


230. BURIAL, CREMATION, 


T 3b. DATE THEREOF ‘Zc, NAME OF CEMETERY OR CREMATORY 73d. LOCATION (GRIER county) (Stote) 
REMOVAL (Specify) 


24, buried. - 98 monte 3 250. REC'D BY REGISTRAR 2Sb. REGISTRAR'S SIGNATURE 
M.F.SADOWSKI & SONS,1808 EASTERN AVENUE |,,.; SEP 5's 
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Bees © | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
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1 MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


INA8e CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, I institution, 
fi Nas MARYLAND Gon 


b. CITY OR TOWN (IF outside ome >, write |. "2. OF STAY IN Ib c. CITY OR TOWN (ffoutside corporate limits, write RURAL ond give nearest town) 
URAL and give negrgst town) x 


, 


¥ 0. NAME 9 HOSPITAL (IF not in MA give 07% _< Yte 


Poges 1 and 2 shauld be filed with 


ar remaval, and in ony event, within 72 haurs after death. 


} e. 1S RESIDENCE 
/ OR INAITUTI } ON A FARM? 
 ) yes H-nro 1] 
3. hee ea Middle Lost ee Month Doy Yeor 
Bee. MLL ie BELLE N/LLES Aiyt 6" _ 16 
5. SI 6. COLOR QR RACE |7. MARRIED[-] NEVER MARRIED [] | B/PATE OF Oy 9. AGE In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


wipoweo Fy" —_bivorcep [] 


. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR I] 
dyflng most of working life. even if tetyred) 


st bir Ke ee Months] Doys | Hours | Min. 
TRY [11. 4 € (Stote or LALO. on 12. y OF WHAT COUNTRY? 


hysician and campletely filled in’ey the funeral 


Then please remave carbon papers. 


ed 
3FATHER'S NAME 14. MOTHER’Y MAIDEN NAME 
ees eo 
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
5, NAS OECEASEDEVER IN U.S. ARMED FORCES 
“ae 


1B. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (c}- | INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 0 df “ 
WMA Com Cetpereg / A ee o> oes 


ISS ) QUE TO 


fs 


R ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 hagas after death. Page 4 


a 
> 
i= 
3 
2 
= 
i) 
2 
= 
: ood 
fs Conditions, if ony, which (bo) 
RE gove rise ta immediate 
Peak cause (a), stating the under ( OUETO 
eee 1g cause lost. (co) 
Bice ———e 
285; S Pam Il. OTHER SIGNIFICANT CONDITIONS oe at TO “V BUT NOT RELATED TO THE TERMINAL Weke CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
RoOtsS = Conk Va 2. a 
fase = yes[] Nof 
ao2o r, Gu 
oo 35 = |200. ACCIDENT WAS UNDERLYING []_ | 20b. ee HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port [ree ‘of item 18.) 
6255 & | OR CONTRIBUTING C1 CAUSE OF DEATH 
ees © | UF EITHER, NOTIFY MEDICAL EXAMINER) 
Si Ta) ea 
aeSs & [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, 120. (City or town} (County) {(Stote) 
Sie a Hour 0. m. While Not while factory, street, office bldg. etc.) | 
Siete 2 ea 19 lot wark [) ot work [] | 
ae ; rey x 
Seu 21.1 certify that (I} (this hospital) attended the deceased fromY@7e" 193, i a Pa. 6p. that (1) (we) last 
<2 * 
a egies saw the deceased alive aon éggd fT _ 195f_... and thayMeath accurred oi, fam the causes and an the date stated abave. 
«xo g 
&- 
=63 220. SIGNATURE 22b. DATE 
ye ATTENDING a) SIA SIGNED 
Ess M.D, DIRECTOR vs. O 
5D g 7 2c. PHYSICIAN’ l a Se NE 
was! ea ay AA AMC ester mM 
Stes wo 6 SS ee ee a St 
BSYOs 230,BURIAL, CREMATION, | 236. DAT THEREOF 5 OF CEMETERY OR CREMATORY ity. town, 
o,5 49° EMOVAL (Specif, 
Zoe Po 
o Fo t= 
=F 24. GUMIERAL DIRECTOR'S SIGNATURE 


ANS (4) . 


as 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
TPR CERTIFICATE OF DEATH 


oa 


Reg, Dist. 


18. CAUSE OF DEATH [Enter only one couse per li 


for (0). (b). ond (c).] INTERVAL & ey 


ONSET AND DE 
% 


PARTI. DEATH WAS CAUSED BY ale 1 sete Leen pee Vaeentay Aeue ep me 


< cs ———————— 
% 23 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Reddbnde dtc dBminion} 
oo ay o MARYLAND Vee o b. COUNTY S24 
a 2 EPP tthe =< AGE 
= arae b. CITY OR TOWN (if oultide corporote limits, write |e LENGTH OF STAYIN Ib || c GsREOR TOWN [if outside corporate limils, write RURAL ond give neorest town) 
8 5 RURAL ond give noores! town). 75x 
= 23 fA P2ze2ret lL, FLL oh oe 2 L3 aieete ki LEZ tf _~ ns = 
= #2 cy d. RAAME OF HOSPITAL (If not in, osptiol, give street oddress) od e@PREET AQD SE @. #$ RESIDENCE at 
> Ss La A Quiysttuyon + * Z 1D ON A FARM? 
ee. P 
4 Ss: ee ALLL, FOE LV-7BA 2 0 LEM LS MT) (DL. pan ves EF] NOE 
= z i 
2 6 _AIAME OF First Middle lost 4. OATE lonth Da) Yeor 
os DECEASED = & OF . 
2 35 teen ZDOVAR JOSEPHINE PEW | Sam SH7- F wEP 
core @) Peo, 6, COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] | DATE OF BIRTH AGE fn ears iF UNDER 1 YEAR] IF UNDER 24 HRS. 
Ets L y y Min. 
2 ae (Aen Ly hrf, (oomop— overs | Pygy_ 23 oom 
2 £ ) WSUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 11. RJXTHPLACE (Sfole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
5 \ 9 
3 88 Jéring most of working life, even iF egtired) _ j ‘ 
oe uc z LBA A Q- 22H « 0 fas iD : 
eee 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
E ; 7 

© 58 (7 m oY ~ 
8 Ye UL AAD tte YLEA ALLE LL LiL tp Ae Z24C 2 
= 23 15. WAS DECEASEDEVER IN U. S. ARMED’ FORCES? [16, SOCIAL SECURITY NO. |17, INFORMANT ‘AgGl 

é Chor no, er wnknowe) It yn, gw wor or dota of verve f 1 Oy 

s poh ty 

5 Ls 

° 

= 

a 

5 

o 

2 

é 


R ATTENDING PHYSICIAN: 


FS 
= o£ 
ee SS 
8 
ey: 
g € 
3 2 
2 ° 
£ oo 
NS ol UE TO 
Bo sald 
= Conditions, if ony, which (b) 
3 ¥ gove rise to immediote 
3.6 couse (0), stoting the under: ( OUE TO 
ea ee lying couse lost. te) 
25e ase 
5-23 ra Part It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10} |19. Was AUTOPSY 
BEB 2 coat ; ——ree 
ag \ |S Latratherad. = yesE]_No 
Pa = ] 20a, ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port I! of item 18.) 
a5 & [OR CONTRIBUTING C) CAUSE OF DEATH 
Hea © (IF EITHER, NOTIFY MEDICAL EXAMINER) 
ss ~ 
os S |20c. TIME OF INJURY “Month, Doy, Yeor [ 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
3° 6 Ricinament hile Not while fectory, street, office bldg., etc.) | 
B= = Pom. jot work [-] of work [7] ' 
ae 
2S 
o 
= 
> 
aa 
Uv 
3 


page 3 should be detached far use as the burial-transit permit. 
the registror prior to burial, cremation, ar removal, and in any event within 72 hours after death. 


= 
21. | certify that | attended the deceased from,_L4 a 4. pSAK..., 19@ ;that I last saw the deceased 
g alive on_. s 19& , and that death occurred a4, SOAM, from the causes and on the date stated above. 
S 
& 
Ons 
® Wechane 
Is a pn A EEE oo See EE ne cee 
aoe ‘Wo. BURIAL, CREMALION, | 22b. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY 2 Wf (Citygiown, or county) (Store) 
Q>5 MEMOVAL (Speci i. = Ay f UF, 
oo PL de 2 IT - 72ittaagn Litonll a Ans «OL a AV PALLL_- 
1 d 
Vays iy WL gditaliac, vg SEP 156 Csthun £ Hiauh 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


1 0A84 CERTIFICATE OF DEATH 


[J. PLACE OF € DEATH 2. USUAL RESIDENCE (Where di 
9. COl Mae ane: 9. STATE b. COUNTY ‘ 


7 


F the funeral director, 


Poges 1 ond 2 should be filed with 


the Stote Boord of Health prior to burial, cremotian, ar removal, ond in ony event, within 72 hours ofter death. 


softer deoth. Page 4 


b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest tow) ? 
AALLLLAAAMALNL 3 /2-YWyp. 
d. NAME OP HOSPITAL {If not in hospitol/give street oddress} d. STREET ADDRESS e. IS RESIDENCE 
é OR INSTITUTION ‘ON A FARM? 
6 (ramh Lol, Wass A, =_)| 51 No 
a FELL 
= . NAME OF i 4.0, 
3 3 DECEASED ‘ ries ATE Month Day Yeor 


" OF Ss 
(Type or print) ICE DEATH r 13 19 I 
5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [_] | 8. DATE OF BIRTH oF AGE (In yon tF UNDER 1 YEAR| IF UNDER 24 HRS. 
ef WwW \DOWED oivorceo |” gst birthdoy) [Months] “Days | Hours | Min. 
wiooweo [~ 28 iy ag 3) 47 yrs. 
RTHPt 


100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11, Bl '€ (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 


ing most of working life, even if retired) 


PVCS B 
13. FATHER'S NAME \) y, 14. MOTHER'S MAIDEN NAME 
M1 ansrwu e/ 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
‘oF dates of service) 


(Yes, no, oF unknown) (UF yes, give 
| =, 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (¢).] UdTERVAL BETWEEN 


: hONSET ANO DEATH 
| ee | DEATH WAS CAUSED BY: Ost nas beret. Qndiovosenke, Diseope, ears 


) | DUE TO 


Then pleose remove corbon papers. 


Conditions: # ony; Wer in 
gove rise to immediote 


The law requires thot the deoth certificate be executed within 24 h 


couse (o}. stoting the under. ( OVETO 
¢ lying couse lost. (ch. 
2 5 Pat Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0){ 19. Peoncoee 
= A le 
& )|s yes [] No 
mae = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Port II of item 1B.) 
= & | OR CONTRIBUTING [J CAUSE OF DEATH 
O (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
a Hour 0. m. While Not while factory, street, office bldg., etc.) | 
= pom. 19 lot work [1] ot work [J H 


21. | certify that (I) (this haspital) attended the deceased from.lo 77. EOE ae vt0--F/ 2 3(6P 19, that (I) (we) last 
saw the deceased alive on F//5 [Gj 19___.., ond that death accurred of 7PM, fram the causes and an the date stated abave. 


Zo. eee 2 Bale 
. p ATTENDING MED. STAFF NED 
ABT 2 2 M.D. | PHYS. a4 DIRECTOR PHYS. a, [22 


‘2c. PHYSIZIAS'S be, 


ens) v 22d. fee i 
oe : to  -B 
as H.CARI Go Uyew Bridge, Md. 
230. BURIAL, CREMATION, | 23b. OATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
inca | I a4 /I7b) 
4 fa 


RECTOR: After this certificote hos been signed by the ottending physicion ond completely 


R ATTENDING PHYSICIAN: 
d by the hospital or attend 


¢ 


page 3 should be detoched for use as the buriol-tronsit permit. 


All. has 


TO HOSPIT 
moy be r 
TO FUNERAL 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS, ‘250. REC'D BY REGISTRAR 


aoe! ral E Barta, ravelle Ye]. lowe SEP 2 6 ‘61 


25b, REGISTRAR’S “AGNATURE 


Cnthua ffi aiae 


u< 
S 


4 
| 


ans 
MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10085 _ CERTIFICATE OF DEATH 


1, PLACE OF DEATH i = 2, USUAL RESIDENCE (Where deceesed lived, If = 10798 


a. COUNT’ STATE b. COUNTY 
Maryland Carroll 


Carroll = a MARYLAND ||, 4 .. <i a 1 
b. CITY OR TOWN (if outside corporete limits, . LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF outside corporete limits, write RURAL end give neerest town) 


write RURAL end give neerest town) 


= ea 


er. 
fal 


in 24 hours aft 
fed in by the fune 


rural Westminster ' 38 years rural Westminster R, D, #7 
d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give streat address) d, STREET ADDRESS @. 1S RESIDENCE 
ON A FARM? 
<i> { ves [] No KL 
/3. NAME OF — First ‘Middle Last v4. D. Month Dey “Yeer 
DECEASED OF 
Uypeorenint) Re haea Hardesty Richardson | FA™ September 27  1%1 
5. SEX 6. COLOR OR RACE|7, MARRIED |X] NEVER MARRIED [~] | B- DATE OF BIRTH 19. AGE (In yeers [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
mee whdiee ps O Ba bianday) Faonihel Days | Hous | Hin. Bg: 
WIDOWED | DIVORCED | June 9, 1894 67 


10a. USUAL OCCUPATION (Give kind of work 1Db, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Cor 4 & ryia or perce tountry) | 12. CITIZEN OF WHAT COUNTRY? 


done during most of working life, even if retired) | ryta 
$ retired road builder & farmer Belair, Har ord County | U.S.A. 
FE 13. FATHER'S NAME al rs ] 14. MOTHER'S MAIDENNAME a 
g 
4 John Richardson | Elizabeth Courtright Hardesty 
e 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITYNO.| 17. INFORMANT = Address . Y, 
2 (Yes, no, or unkown) Masai sroeppiectenen bs 
F | yes World W. Mrs. R. H. Richardson same address 
| 18. CAUSE OF DEATH [Enter oniy a cause per line for (@), (b), end (eli) INTERVAL BETWEEN s 
PART I. DEATH WAS CAUSED BY: 
MIMMEDIATE Cause fo) Massive myocardial infarction, _ Sudden _ 
$2 Off DUE TO About one 
Conditions, ji any, which b)__AcSoCoVeDe 4 . ihr. and 45 mi, 
geva rise to immadiate ceuse 2 
(®), steting tha undarlying (” OUETO f yree 


cause lost. te 


19. WAS AUTOPSY 


3 PART ll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1( WAS AUTOPS 
Q 5 YES no [] 

= [2De. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert I or Pert Il of item 18.) = 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

© [IF EITHER, NOTIFY MEDICAL EXAMINER) 

3 2De. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, ferm, | 20. (City or town} “(County) (Steta} 

= Net While fectory, street, office bidg., etc.) | 

= et work [ | 4 


that (1) (we) last 


— 22b. DATE 
men STAFF SIGNED 


M.D. ral OiRECTOR 1 pays. oO 
22d. ADDRESS 1 Bast Gince Ste, City-2. 


23c. NAME OF CEMETERY OR CREMATORY ia LOCATION (City, town or county) (State) 


22a, SIGNATURE 


22. PHYSICIAN'S : = 
“NAME (Tye) Edwin Be darr 


ae BURIAL, CREMATION, 
REMOVAL (Specify) 


23b. DATE THEREOF 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in 


director, page 3 should be detached for use as the burial-transit permit. 


burial 9/29/61 Meadow Branch Cemetery | rural Westminster Md. 


2 TnYP DIRECTOR'S SIGNATUI ADDRESS 
Vi- letoltnuatte, Ded, 


2Se. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


2 
SEP 2 9°61 


Ss 


2a 


DATE OnThur £ Fiairbs 


i te. 
ae yS 
\ os) 


The law requires thot the death certificote be executed within 24 hagas after death. Poge 4) wf 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


Months] Doys | Hours] Min. 


a jt CERTIFICATE OF DEATH 
hee 
% = 1. lg eae DEATH 2. USUAL RESIDENCE (Where deceosed lived. IF institution: aeee 5) 6) | 
23 ear ny NS) (2) d MARYLAND par bs COUNTY, 
a MYA 
Co b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOW(IF outside corporote limits, write RURAL ond give nearest town) 
eo RURAL ond give qrurest.town , % S 
os EM er, Z Vito: : 
23 Rftt hil B- an. ot / 

22 | d. NAAAE OF HOSPITAL (IF not in hospitol, give street addr d. STREET ADDRESS. e e. IS RESIDENCE 
aie OPANSTITUTION = * ~ ‘ON _A FARM? 
@: | eA Mp-thin) “btragentg Vite Jae ves) NOK 

ie 
=o 3. NAME OF First Middle Lost DATE Month Doy Yeor 
- DECEASEQ OF 
; Mile IDO £2/2A Bert Paps tm = 73 wée 
2 5. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH If UNDER 1 YEAR| IF UNDER 24 HRS 


ing most of working life, even if yetired) 
—_— 


Akira d | lartedge, oowier_ wort) 2LE2 
Mich be AL OCCUPATTON (Give kind oF work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. 81 PLACI tote or foreign country) 


ELPLA 2 LEZ 


- eal. 


12. CITIZEN OF WHAT COUNTRY? 


Le S$ aa. 


6 - P2240. 


bag NAME 14, MOTHER'S MAIDEN NAME 
LAA ¢4- f -§ Wh perrr Chlihade 
f, WAS DECEASED EVER IN. U.S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 


90 bh dis 


es, no, oF unknown) 


( 


far or dates of service) 


—_—_— 


| (IF yes, 


—_— 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (¢).] 
PART |. DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE eS ee Concheg Vaz re die 


Address. 


72010126E ROAD 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then pleose remave corban papers. 
, ond in ony event, within 72 hours ofter death. 


sae ag 


: After this certificate has been signed by the attending physicion and campletely filled in 


Y22) } DUE TO 
Par] Conditions, if ony, which () 
3 gove rise to immediote 
es couse (0), stoting the under. ( DUETO 
ee lying couse lost, © 
Sens ——— 
ORao. 5 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
SoS = 
age 2 $ zg yes] No} 
eg ss © 20a. ACCIDENT WAS UNDERLYING C]_ 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
23502 i | elven NOTIFY MEDICAL EXAMINER) 
aeii_ 8 k 
<5 mS & 
So5es & |20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town] (County) tote) 
5% 98 rf Hour 0. m. While Not while Scie yelreatgottice yaar 
= ee = p.m, 19 lot work [[] ot work i 
04,28 z E , 
27258 2\. | certify that (1) (this haspital) attended the deceased from@l¥_____.... ‘i 196 to Be ee 194/,, that (V(we) last 
= a , Ne ¢ 
ae BS saw the deceased alive ong Bees 190/ and that death accurred £036 AAfom the causes and an the date stated abave. 
==O5 Mo. SIGNATURE 22b. DATE 
ob Bs ATTENDING ED. STAFF SIGNED 
apes M.D. | PHYS DIRECTOR PHYS. 
> 2e ic. PHYSICIAN'S 22d. ADDRESS 
3 (Type) W | 
a a (3) 4 o c 
EY eso 
BEEPS 23a. BURIAL, CREMATION, | 23b. DATE THEREOF 
0,5 9° MOVAL (Specify) 
Don 2a 
o Fo % 
- 24, % ERAL DIRECTOR'S SIGNATORE 
VR ANS (4) . . 
15M 9/59 LZ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10087 CERTIFICATE OF DEATH 


"| 22d. ADDRESS 


_|. Springfield Hospital ,Sykesville,Md, 


PHYAICIAN'S 


Five"! Austin delCampo, M.D. 


+ 


VF nearer nA OO Bas 
3 rs £3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution Rest 10 fore admissipn) 
vy 25 8. COUNTY a. STATE b. COUNTY 4 
2 2%¢ Carroll MARYLAND | Maryland ___Balto.City___ 
4 Ed 3 +f b. CITY OR TOWN (if outsida corporete limits, c. LENGTH OF STAY IN 1b c. CITY OR TOWN (ff outside corporete limits, write RURAL and give neerest town) 
= Fas write RURAL end give neerest town) b 2 * 
. So) 
cer Sykesville liyrs.1mo.16days _ __ Baltimore _ { Ree! Sea 
£ Bai d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) | d. STREET ADDRESS o- TS, RESIDENCE 
te ON A FARM 
Sas 2 . 
» “3 ___Springfidh State Hospital 302 Clifton Ave, ves [] NO Bg 
B25 “3. NAME OF First — Middle Last 4. DATE ‘Month Dey Yeer q 
yee ly averse ert Robert iy R | DEATH 6 
g EGS ~~ obert -F. Rynehart | DEATH September 15, 1961 
ie Es = 5. SEX 6. COLOR OR RACE|7. MARRIED |] NEVER MARRIED | 8. DATE OF BIRTH Ts ee var IF UNDER 1 YEAR| IF UNDER 24 HRS. 
4 ‘aries Menths| Deys | Hours | Min. 
ere Male White WIDOWED pivorceD [] | May 30, 1887 | “an yrs, | | 
9 &e8e We. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
HS ‘ oo dona during most of wosking life, even if retired) 
5 S82 Clerk ; - Maryland Veoh. 
— Oo Ps 13, FATHER'S NAME F “14. MOTHER'S MAIDEN NAME 
= On 
3 £82 Robert Rynehart Susan Brice 
Sere 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17. INFORMANT . ~ Address i. 
= 32% (Yes, no, or unkown) | (Ifyesgivewerordetes of service) ss e 
=e 2°38 oO - . - Springfield Hospital Records. 2. 
£etes 18. GAUSE OF DEATH [inter only one cause per line for (e), (b), and (c).] INTERVAL BETWEEN 
Bose. PART I. DEATH WAS CAUSED BY: oir Be een 
as3 a 2 _ IMMEDIATE cause (e)_ Myocardial infarction — » ____|_-Miimittess 
faaes tee DUE TO 
Becee Conditions, if eny, which (b) Lung abscess Weeks 
eee geva rise to immediete couse = aa i : “35 
2225 (a), stating tha undarlying ( OVETO 
pai couse lest fe) = _ ae 2 vest 
of eta Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/ 19. WAS AUTOPSY 
geese , |2| Involutimeal psychosis, paranoid type. Sis (eee 
BeESS 3 L a a nn Silesia SS 
2ese © [20e. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in Pert I or Pet Il of item 18.} 
4 el hed & | On CONTRISUTING [1] CAUSE OF DEATH 
meets & |r EITHER, NOTIFY MEDICAL EXAMINER) 
OFS 3 8 < 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, ferm, * 2Df. (City or town) ~ (County), (State) 
2ye ox 2 iibiir tare, While __ Not While factory, street, office bldg., atc.) | 
g2 ao 3: rat 19 at work ["] et work 1 
ae 
Heoas 19.3% reseptember..19961, that (1) (we) lest 
a 
<3 Os 2 saw the deceased alive on. 1 41, and that death occured A921 AMom the causes and on the date stated above. 
6 Aaa aS ote cy, £ * ATTENDING MED. STAFF 72. RGNED 
Ea Z ; 8 
sees AA Gat Zee Bel SZZAS és mp. | PHYS. [1 oomecror [] Prys. fx} ‘ 9/15 fe 1 
ac 2c. — iF = 
a3 
a. 
ZER 
g= 


~ -— = - 
Oe 5 33a, SURIAL, CREMATION, | 235. DATE THEREOF ~[ 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
mig REMOVAL (Spacity) Sh vo ; 
980% | Beehan Ta NYG | SMR hs 
ee ion 4) 24 FUNERAL DIRECTOR'S SIGNATUR ADDRESS 25e. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
— a Sebrine dono Ahh te mete: (7 Dif \one SEPA9' | Cnttan f Hina 


x 


Ttems cO&21 Film 295 aRYLAND"STATE DEPARTMENT OF HEALTH > 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 


PART I. DEATH WAS CAUSED 8Y: ONSET AND DEATH 


IMMEDIATE CAUSE (a)_ASphyxia due to occlusion of larynx, trachea _and | Minutes _ 
pee !. 7 pueto bronchi with food, 
Conditions, | if any, which 


(b) 
geve rise to immediale cause 
(a), stating the underlying ogy 
couse lest. () 


tion, or removal, and in any event 


FOR STATE 10088 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 
HEALTH DEPT. 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, it ain LOO Raises 
28.2 e. COUNTY 3 a, STATE nd b. COUNTY 
528% arrol] MARYLAND Maryla W: shington 
3° 4 b, CITY OR TOWN (if outside corporete limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporete limils, writ URAL give. nearest town) 
g5 ‘welle RURAL and give neeres! town) se i 7 ra " 
Eso Sykesville _|liyrs,_ Hagerstown le 
6: 3 d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
=o . ON A FARM? 
23 5, Springfield _State Hospital |__34 High Street. Z 
= Middle Last 4. DATE Month Day 
3 2 DECEASED OF 
re (Type or pin _ Edgar Lawrence Showe DEATH September 4 19 61 
oy. . SEX 6. COLOR OR RACE|7, ARRIED [SE NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In years |IF UNDERT YEAR| IF UNDER 24 HRS, 
pete asl birthdey} |Months| Deys | Hours | Min. 
§ Fi Male —" White wipowep [] DIVORCED [] April 8 5 1908 53 ys. 
Pets <= 10a. USUAL OCCUPATION (Giva kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE (Stata or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
=o pad done during most of working life, even if retired) R. 
Bae Clerical Work ailroad Maryland U.S.A, 
J 3 = 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
= 
oe win Charles Showe Bertha Switzer 
o E 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
a= (Yes, no, or unkown} | (IFyesgivewarordetesofservice) 
ge No - 214094952 | Springfield Hospital Records 
33 18. CAUSE OF DEATH [Enier only one cause per line for (a), (b), end (c)J — ~ | INTERVAL BETWEEN 
3 
a 
5 
x 
3 
i 


4TO — EXAMINER: This certificate should be executed within 24 hours after death. If any del 


Es 
3 
z 
g 


iting the word “pending” in pencil 


22d. LOCATION (City, town, or country) (State) 


Hagerstown, Maryland 


24a. REC'D BY REGISTRAR 


DATE SEP 6 61 


Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. WAS AUTOPSY 
: A “ ‘ORMED? 
3 E 5 €.B.S. associated with meningoencepholitic syphilis with psychotic reactiaw?t No [>] 
3 & © | 20a. EXTERNAL CAUSE WAS = 2Db. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury In Part | or Part Il of tem 18.) 
ae PRIMARY CONTRIBUTING . 
242 § | Cause oF beaten, Aspirated food 
£ B 3 | 20c. TIME OF INJURY Month, Dey, Year | 2Dd. INJURY OCCURRED | 20e. PLACE OF INIURY (Home, farm, | 20f. (City or town) ~ (County) ——sSCSC*« Stato) 
50 ° ra While Not While faciory, sireet, offica bldg., elc.) | I 
~ 2 5° 2 ~4-6119 at work [=] at work : 
$0 = 21. I certify that | took charge of the remains described above, held an Autopsy’ , Inspection and in my opinion 
#3 4 death resulted Natural causes oo Accident Xl Suicide i; Homicide me Undetermined mariner Oo 
ota CHIEF MEDICAL EXAMINER [_] 
25 3 flt0hd fe) sap. ASSISTANT MEDICAL EXAMINER [_] DATE SIGNED 
z S455 = DEPUTY MEDICAL EXAMINER [3 9-4-61 
2s ames e Address (Street, city, town, or county) id e 
s2es James T, Marsh, M.D. Westminster, } 
235. 
avros 


TION, ] 22b. DATE THEREOF 22e. NAME OF CEMETERY OR CREMATORY 


9/7/1961 Rose Hill Cemetery 


Sw ‘er mane ADDRESS: 
Keser Funeral Home 
Consehtr, (yen, Hagerstown, Md. 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Boa 


24b. REGISTRAR’S SIGNATURE 


Onibua f FE sat 


—_ 


death. Page 4 


e 


TO FUNERAL DIRECTOR: After this certificate hos been signed by the attending physician and completely filled in by the funeral director, 
Pages 1 and 2 shauld be filed with 


papers. 


Then please remave carbo 


the registrar prior ta burial, cremation, ar removal, and in any event within 72 haurs ofte 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hau: 


by the haspital or attending physician. 


6 


page 3 should be detached far use as the buriol-transit permit. 


& TO HOSPITA’ 
moy be ref 


a 
= 
° 
2 
8 


TS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10089 CERTIFICATE OF DEATH rob OO83 


2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admissian) 
° 


. STATE : rif Ly / b. COUNTY Ca rve VA 
c. CITY OR TOWN (IMou! 


tside carporote limits, write RURAL ond give nearest town) 


1. PLACE OF DEATH 
a. COUNTY 


a Y YO MARYLAND 


b. CITY OR TOWN (If autside corporote limits, write i LENGTH OF STAY IN 1b 


\ 


Reral= Me divy | SOgrs 


d. NAME OF HOSPITAL (If not in hospitol, giv street oddress) 


‘OR INSTITUTI: 
Runkle Road 
. pista els First £ Middle ; lo: 4. pag Day Year 
(Type oF print H. an Ehz chi Simmer beara St ope 2k wE/ 


Ryral — Mt ivy 


d. STREET ADDRESS e. 1S RESIDENCE 
ON _A FARM? 


} = yes C] No Jae 


5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED [] |8. DATE OF BIRTH i AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


Fen ofe Cred wioowen oveeceptal Vo he AG Jost bicthday) | Months] Doys | Hours] Min. 


10a. USUAL OCCUPATION (Give kind af work done| 


U 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
a ost af working lif , even if retired) ih 41 ey PA J 
SMe ery (an 5 


Chol tye 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
q . : 7 

+S aac Mi Iho Waters we aYyrd Jane D190 4S. 

1g, WAS DECEASED EVER IN U.S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address hj dddee 
fas, no, oF unknown) (Gf yes, give war or dates of service| ? one 
os? si | ee vs Bache/ Ann Jones, Mthivy . 
18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b), and (c}-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: s ao : $ A, ‘2 ea 
IMMEDIATE CAUSE (a) FOL Le FF Yedr$— 
YY 3 XK DUE To Cerdidvascvlar Disease 

Conditions, if ony, which bh 

gave rise to immediate 

couse (0), stating the under. ( OVE TO 

lying couse lost. te 
iz Paxr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)119. WAS AUTOPSY 
ee 
6 yes] No) 
E | 20a. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Port Il of item 1B.) 
& | OR CONTRIBUTING C) CAUSE OF DEATH 
| UF EITHER, NOTIFY MEDICAL EXAMINER) 
& ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) (Stote) 
8 Hour om. While Narwhile, factory, street, office bldg., etc.) | 
= p.m. 19 lot work [] at work H 


21. | certify that | attended the deceased fram AUB ig Fo. 192 —=—_ . 1&2, that | last saw the deceased 
alive an_. St LF. be 19 _, and that death accurred age dM, from the causes and an the date stated above. 


ADDRESS (Street, city or town, state) Pye 
ACTUAL f 3 9 
sittin LATA Lockett ws Ae haley. Ulta aE SGof 2S, LG] 
PHYSICIAN'S 
NAME (Type) 5 bite Ae, a i Ss ne ee RE REED Bel SS Se Ye Fy 


MOVAL Caer 22b, DATE THEREOF 2c. NAME OF CEMETERY OR BEMATORY LOCATION (City, tawn, or caunty) 
¥] 4 

OSG | G_IOVIL | PIA Dronl Comotery Vomenel 

13, FUNERAL DIRECTOR’S SIGNATURE 
ce a ll2 


ADDRESS 24a. REC'D BY REGISTRAR 
Yield, ucslondh care MEP 2 9°61 


* death. Page 4 


TTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


4 


may be retaineYby the haspital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in x vne funeral directar, 


_ 


= 
< 
= 
= 
ra] 
oO 
os 
° 
4 
VR AIS 
1SM 97: 


Pages 1 and 2 shauld be filed with 


Then please remave carban papers. 
the State Baard af Health priar ta burial, crematian, ar remaval, and in any event, within 72 haurs after death. 


-transit permit. 
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MARYLAND STATE DEPARTMENT OF HEALTH ~ et ol 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


10690 CERTIFICATE OF DEATH 


gees Real DEATH 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
oe. b. COUNTY 
Carroll big ise} Maryland Garrett 
) b. CITY OR sided (If autside carporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest town) 
ise =e ive nearest tawn), 
ykesville 36 yrs. 8 mo.|| Hutton 
ca = OF Syke: (If nat in haspital, give street address) d. STREET ADDRESS e. . REDE GE 
C | 5 OR INSTITUTION ] | 
Springfield State Hospital none ae a io so? 
3. fectaes First Middle Last 4. eke 0 Yeor 
(Type ar print) Frances Ida Sisler DEATH 19 OL 
5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED §&] | 8. DATE OF B/RTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
7 i lost birthdoy) [Manths] Doys | Hours] Min. 
female white wiooweo [] pivorceo [] unknown 72? yn. 


O 


Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (State or foreign country) 
during most af warking life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


none Maryland USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Unknown Unknown . 
pl WAS Bese een IN U.S. ARMED oe 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
‘es. p0, oF unknown) (IF yes, give wor or doles of service) ‘. k . s 
BOS aed Nene Springfield Hospital records Sykesville, Md. 
18. CAUSE OF DEATH [Enter anly ane couse per line for (0), (b), and (c)-] INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: Arte Se Fy 2 2 ONSE IABP DEATH 
4 IMMEDIATE CAUSE (a) riosclerotic cardiovascular disease ars 
DUE TO. 
aa 4 4 
Conditions, if any? which «Cardiac insufficiency 
DUE TO 


cause (0), stating the under- 
lying cause lost, ( 


gove rise to immediate | 


Haur a.m. Wille Not write factary, street, office bldg., etc.) | 


pom. 19 Jat work [J of work 


a Paar il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
$|Schizophrenic Reaction, Catatonic Type in a Mental Defective. yes] NoO 
& 200. ACCIDENT WAS UNDERLYING (]__| 205. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part Il af item 18.) 

& | OR CONTRIBUTING L] CAUSE OF DEATH 

& | (UF EITHER, NOTIFY MEDICAL EXAMINER) 

& [20c. TIME OF INJURY Manth, Doy, Yeor |20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
& 

= 


25. tone 9, 6 ea ae 19-61, that & (we) last 


ee 
saw the deceased alive 9r__ 72) _______ 1 » AM, fram the causes and an the date stated abave. 


PaySIGNAPORE Lf Feri lee 
ATTENDING. MED. STAFF 
KJ Le vy) * .| PHYS. © __pirector 0 PHYs. 9/6/6£ 
fe. PHYSICRAN'S 


226. ADDRESS ~Springfield State Hospital 


Ledoeg LI ww |. LOCATIONAGy, tawn, ar county) (Stote) 
H 7 On f 
whe eA ti A. 


Ai 6 REC'D BY REGISTRAR 25b. REGISTRAR'Y SIGNATURE 


3 Log hobs 1 Ba Cok, DATE gap 16761 Catan 


NAME (Type) 


Naci N. 

REMATION, | 2347 QAYYTHEBPOF 

REMOVAL JSpecify) - 
eee dan MOLT. 


‘24, FUNERAL DIRECTOR'S 5 


Jeriaaar Ml mar da 


MARYLAND STATE DEPARTMENT OF HEALTH 
slop a GOT met RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1x 


yes [-] No [gt 


= 


20a. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURED. (Enter neture of injury In Part} or Part Il of item 18.) 
PRIMARY [] or CONTRIBUTING OX 


CAUSE OF DEATH. 


Aspirated food during epileptic seizure ve 
206, PLACE OF INJURY (Home, farm,‘ 20f. (City or town) (County) (Stata) 
ot, office bidg., ete.| d; 


INJURY OCCURRED 


Whila __Not While 
at work at work 


fectory, 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY “981-81 | 
11:45xx a.m 


iH Sykesville, Maryland 


or its designated agent, prior to burial, cremation, or removal, end in any even! 


FOR STATE: MEDICAL EXAMINER'S CERTIFICATE OF DEATH 0085 
HEALTH PT. 1. PLACE OF DEATH F 2, USUAL RESIDENCE (Where dacaased lived, if =a 008: ission) 
So. ~ & COUNTY a. STATE b. COUNT, 
ges Carroll ¢ MARYLAND Maryland _ Baltimore City” 
32 B. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib e. CITY OR man {If outside corporate limits, write RURAL apd give neerest town) 
32 5 write RURAL and give neerest town) ~~ j ) i 
e385 Sykesville 7 yrs.1l0mos.1édys Baltimore fw /- ‘}- 
s. 5 8 d, NAME oe HOSPITAL OR INSTITUTION (if not in hospital, give street eddress} ‘d. STREET ADDRESS a iS Eee 
3 co 
S822 ___ Springfield State Hospital y 1305 Linwood Avenue 
BS 3 3 /3. NAME OF First Middle Last ine DATE ~ Month Dey — 
2 o ad DECEASED 
rea a ey Agnes Clara __—sSkalski | "=™ September 21 19 61 _ 
A ete 3 5. SEX 6. COLOR OR RACE] 7, MARRIED [_] NEVER MARRIED f§] | 8 DATE OF BIRTH 9. AGE (in years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
3 lost bithdey) [Months] Deys | Hous | Min. — 
BEA Female White wows [] _ ovorco []| February 23, 1908! 53 | | 
Pegs 108, USUAL OCCUPATION (Giva kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stete or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
<= & o fa done during most of working life, even if retired) U Ss a 
Ff eve None od Maryland — sole 
eg oe, 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
= 
are Henry Skalski Therasa Michalak Skalski 
9 E i 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT _ ~ Address —_ - 
3 22 (Yes, no, or unkown} | (ifyesgive warordetesof service) 
es 5 No 3 - Springfield Hospital Records _ 
> | 1 18. CAUSE OF DEATH (Enter only one cause per line for (e}, (b), and (<).] a. — = INTERY AL BETWEEN. 
£25 PART |. DEATH WAS CAUSED BY: ONS ahead 
52 E an IMMEDIATE CAUSE (o) Suffication due to aspiration of food __ Minutes 
B8s >? 2,3 ET 
#53 Conditions, if any, which (b)_ &. - | 
Se gava rise to immediate ceuse 
EMSs {a}, stating tha undarlying ( OUETO 
Bes causa last. (e) 
a g PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NO’ RELATED, $3 THE eds tte Peact: fon. IN PART Tel] )19. WAS AUTOPSY 
zis .B.S. associated with convulsive disorder wi ith psychotic react PERFORMED? 
$80 
33 
£28 
23° 
sf o 
Go 
at 
526 
30 
aoa 
Se 
a 
28 
Zz 
3 
C4 
a 
+O 
= 


TO — 2 EXAMINER: This certificate should be executed within 24 hours after death. If eny di 


21. I certify th, i . Inspection kl Inquiry tx]: and in my opinion 

5 death resulted/irpm: . i , ici Homicide ob Undetermined manner | 

2 s CHIEF MEDICAL EXAMINER [_] 

rs BS pa.p, ASSISTANT MEDICAL EXAMINER [] DATE SIGNED 
DEPUTY MEDICAL EXAMINER 2116 I) 

g examiftys Jemes T, Marsh, M.D. : a 9 

x NAME Address (Street, city, town, or county) - - 

eg 22a, BURIAB-CREMATION,| 22b. DATE THEREOF 22. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or country) (Stata) 

3 REMOVAL ia 

a + [Burisl 9/85/61 Hols RosearyCemetery Baltimore Co. Nd. 

23. aris DIRECTOR ‘ADDRESS 24a, REC’D BY REGISTRAR | 246. REGISTRAR’S SIGNATURE 


am NM. Weber & Sons Ine 
401 S. Chester Sta 


pase 22°61 | Cutten 4 


ad 


~ 

o 

D 
i 
a 
5 
o 
a 
od 
= 
= 
a 


5 
o 
= 
5 
g 
3 
€ 
2 
e 
= 
S 
a 
a3 
D 
at 
Be 
ee 
2 
a 
— 
3 
re] 
> 
e 
5 
tS 
3 
C4 
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= 
a 
oD 
= 
3 
€ 
eB 
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© 
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> 
= 
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Pages 1 and 2 shauld be filed 


Then please remove carban papers. 


OR ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 


TWained by the haspital ar attending physicia 
TO FUNERAL DIRECTOR: After this certificate has been 


é 


page 3 should be detached for use as the burial-transit permit. 


TO HosPt 
may be 


VS AIS (4) 


S 
= 
3 
8 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Qo CERTIFICATE OF DEATH Bae a 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution it oO Bie 6— 
°. 9. b. COUNTY 
Carroll MARYLAND || Maryland Carroll 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside corporote limits, write RURAL and give nearest town) 
RURAL and give nearest town) i 
Finksburg, RD Fiyrs Finksburg RD 
d. NAME OF HOSPITAL {If nat in haspitol, give street address) P 9. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Sandymount Road | Sandymount Road Yes C] NOX] 
3. NAME OF First Middl Lost 4, DATE ¥. 
eS a ies iddle : DA Month Doy /eor 
(Type or print) William Albert Slorp DEATH September 20 19 61 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
at Pee last birthdoy) [Manths] Days | Hours | Min. 
male white wipowen [1] pivorceO LE] MOct.20, 1889 ee yrs. 
o 103. USUAL OCCUPATION (Give kind of wark done] 106. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
= during most of working life, even if retired) 
3 retired Railroad worker Carroll Co. Maryland U.S.A. 
3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= John L. Slorp Minerva Taylor 
3 15. WAS DECEASED EVER IN U. §. ARMED FORCES? |16. SOCIAL SECURITY NO. | INFORMANT Address 
(Yes. no, or unknown) (IF yes. give war or dales of service} 
Rg | — Sally A. Slorp same address 
z 18. Se eal nye eee) per fine for (0), (b), ond (¢)-] INTERVAL BETWEEN 
2 ~ DEATIUMEDIATE Cause fo Coronary Occlusion i2 hrs. 
$ om sae Gi. j DUE TO 
5 Conditions, if ony, which ay 
gove rise ta immediote 
£ couse (0), stating the under- ( DUE TO 
2 lying cause last. (a) 
iy 5% Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
Ss Q . ———ta a PERFORMED? 
8 < yes] No¥] 
5 0 & 20. ACCIDENT WAS UNDERLYING []_]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 
5 > | & JOR CONTRIBUTING LD) CAUSE OF DEATH 
6 & | (iF EITHER, NOTIFY MEDICAL EXAM 
5 & [20c. TIME OF INJURY Month, Doy, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (tote) 
5 a Hour a. m. Witieemonnaeh while factary, street, affice bldg, etc.) } 
a fick none 19  latwork(] atwork [Jnane | none 
GS 
= 21.1 certify that | attended the deceased fram._.S7 49740 es ( fait BEAU ON We , 19.__,that | last saw the deceased 
5 alive an_____ 2-13-61 os _ and that death accurred at_1:50B\, fram the causes and an the date stated abave, 
os ADDRESS (Street, city or town, stote) DATE SIGNED 
5 2 
cS ACTUAL 
5 SIGNATURE Oi ‘ ‘Gepbe— MD. . Hanever Rd. = 9-21-61 __ 
a 
s Namttryes De De Caples, M. D. wReisterstewny Md. 5 ohh ee 
2 Zo. cca (aes bas DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, ar caunty) (State) 
= (AL (Specify 
£ burial opt. 25, J! 
‘23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ~ 2da. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
¢ : 


pate SEB 25 1 O-Than 2 fe 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10093 CERTIFICATE OF DEATH 


i, PLACE OF DEATH 2, USUAL RESIDENCE (Whare daceasad lived, If ination BaP NGR eamision 
bee TLE a, STATE b. COUNTY 


Carroll = _MARYLAND || Maryland _ _w__ Palite City —_ 
b. CITY OR TOWN (if outside corporal a limits, c. LENGTH OF STAY IN Ib ~¢, CITY OR TOWN Mf outsida corpora mits, write RURAL and give i) to! 


writa RURAL and giva nearest town) 


| _Sykesville 9 days _||_ Baltimore 11 ; = 


"eee =u NAME OF HOSPITAL OR INSTITUTION (if not in hospital, giva street eee d. STREET ADDRESS . 1S RESIDENCE 


2 
7 Springfield State Hospital a | 2918 Huntington Avenue Tike 


NAME OF First Middla A see Month 
DECEASED 


Iesten pa) Florence Emma Beckford eal DEATH September 11, 


5. SEX /6. COLOR OR RACE|7_ MARRIED] NEVER MARRIED [_] | 8- DATE OF BIRTH Salt fest FUNDER YEAR iE UNDE 2 
ont! | ays Hours in, 


Female White wiooweo [] __oivorcen [] te as at hy 1885 yes. 


10a, USUAL OCCUPATION (Giva kind of work 10b. KIND OF BUSINESS OR INDUSTRY “BIRTHPLACE (County & Stata, or Te _ country} | 12. CITIZEN OF WHAT COUNTRY? 
dona during most of working life, avan if retirad) 


Housewife 2 we - Maryland 


13. FATHER’S NAME j 14. MOTHER'S MAIDEN NAME 


Peter Beckford | _Bmma Ritchey 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT 
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18. CAUSE OF DEATH [Enter only ona cause per line for (a), (b), and (c).} - _ 7 [usehte ata 
Al Al 
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in 


rbon papers. Pages 1 and 2 should 


© hours after deat| 
a 


‘ician and completely filled in by the funeral 


ificate be oxocule gy 
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206. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part | or Part Il of item 18.) 
‘OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yaer | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Heur ene White __Not While factory, street, office bldg., ate.) | 
19 at work at work | 


fy that (I) (this hospital) attended the deceased from... S@Dbe...2 1961 tSept...11,...... 962, that (1) (we) last 
saw the deceased alive on, Sep ember. Ads. 41, and that death occured atQ3. L5iAMrom the causes and on the date stated above. 


22a, SIGNATURE 22b, DATE 
cali. LS Crvhe. un |\MEM Mom OM 9 fa 
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23a. BURIAL, CREMATION, | 23b, DATE THEREOF > NAME OF CEMETERY OR Faw 23d. LOCATION (City, town or county) {Stata) 
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>TO FU 


TO HO! 
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R ATTENDING PHYSICIAN: The law requires thot the death certificote be executed within 24 hours ofter death. Poge 4 


TO FUNERA: ae 


TO HOSPIT 


VS AIS (4) 


Poges 1 and 2 should be 


ely filled t 


: MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
» ThA94 CERTIFICATE OF DEATH 


werd 


\ 


e Re: 
ret 
35 % 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Resid be 
es) o y DP . b. COUNTY 
5 Polk manta | SYR VLAD CAR po LL 
° b. CITY OR TOWN (If outside carporate limits, write | c, LENGTH OF STAY IN Ib c, CITY OR TOWN (If autside corporate limits, write RURAL and give nearest lawn) 
s RURAL and give nearest town) & 
2 i ras EAR .f HEY MPR 
~ “ 2 d, NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e IS WAGhS 
= OR INSTITUTION ON A FARM? 
= / ves 4 


a Middle lost 4. DATE Month 


RNa Do; Yeor 
fet CORA LAY SUMMERS | tam SEPT 2¥" Ww 6/ 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED ["] | 8. DATE OF aIRTH 9. AGE (In years iF UNDER 1 YEAR] IF UNDER 24 HRS. 
ai / go lost bitthdoy} | Months Maw 
f 4 wibowen fej pivorep WJ (3 -/ g Oy. 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most af working life, even if retired) OWN ME mM AN y Ld 2 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


ELIZABETH S?P21T It 


VAC B {2 “LYE A 4 
PRS fe Tan 
was Een SRR OO SIS A . 
Ne /9 0-204) \PIRS VERMIN f100 PE _Tétnsyiliyz SD 


Then pleose remove corbon popers. 


1, ond in any event within 72 hours after deoth. 


ate has been signed by the offending physician and camplet. 


18. CAUSE OF DEATH [Enter only ane cause per line for (0), (b). ond (c)-] R\ 7" INTERVAL BETWEEN! 
D 
PART I. DEATH WAS CAUSED BY: 6 
j IMMEDIATE Cause (o_O) (9a Ar) NI AV P41 FO ALA IZ 
} 7 ] DUE TO 
= Conditions, if any, whi 
£ gave rise ta immediate 
2g cose (a), stating the under, ( OVE TO 
ynder: 
§ 2 lying cause last. a 
Bes = Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}]19. WAS AUTOPSY 
fot is a = PERFORMED? 
a ‘S ves [] NO a 
2 = [200. ACCIDENT WAS UNDERLYING LJ | 20b. DESCRIBE HOW INIURY OCCURRED. (Enter nature af injury in Port | ar Part Il af item 16.) 
PS & lor CONTRIBUTING [J CAUSE OF DEATH 
2 & | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
2 z ———— 
3 & [ic TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) (Stote) 
oS ray Hour 9. m. White Not while factory, street, office bldg., etc.| M 
2 BS p.m. 19 for wark [] ot work EJ 
i, NT] = y iy 
s 21. I certi | attended the deceased fr a —FAAILOL, to =f - AGP 192 p_f.that | last saw the deceased 
=< 7 j 
Bs alive an_C__. Ls ee, V2. f, tl thof déath accurred a! “€20P from the causes ond on the date stated above. 


d by the haspi' 


SM 2 ADORESS (Street, city or town, state DATE SIGNED 
SGWATUR es P} Lf LAA t71 My wo soe ns A 2 hep: Lip 6G 


2c. NAME i CEMETERY OR CREMATORY 2d. LOCATION Ta , town, at county) {Stote) 
sree ii Fy hi a ; 
TRI fee VOOPS Bo fo eS 
AE 4 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
i ; if |oare SEP 2 7°61 epee 


poge 3 shauld be detoched far use os the burio! 
the registrar priar to burial, crematian, or remavo! 


moy be 4 


5M 9/SS 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
ma gt ATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
FOR STATE A 


_ MEDICAL EXAMINER’ 'S CERTIFICATE OF DEATH 
HEALTH DEPT. TP vue OF DEATH 2, USUAL RESIDENCE (\ (Where ition fived, If in: md QO! 6) aw dmictiond 


CONN . COUNTY 
Co - 
'b. CITY OR TOWN (if oulside corporata limits, ? ace 7 th ate i 7 
write RURAL and give nearest loyal 2 
'd. NAME OF HOSPITAL MR not in hospital, giva str id ia Cb 4. S DRESS rs ~ |e. 1S RESIDENCE 


ON A FARM? 


ves] NO fp 


Year 


“ee [0s ES DAES =e KELL 5 PT, 7 _°GL 


5. SEX 6, COLOR OR RACE) 7, maprieD [_] NEVER MARRIE 8. DATE OF BIRTH 9. AGE (In years IF UNDER t YEAR| IF UNDER 24 H 
D St 


irihday) | Months} Days | Hours | Min, 
WIDOWED DIVORCE yes. | 


ISUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR IND | wf ea ni or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


os! of working lite, aven if ralired) 
WA\ SA 
; 
U.S. ARMED FORCES? | 16 AOCIAL SECURITY Ni 


(Yes, no, or unkown) give werordates ofservica) 


th, 


lay is necessary, 


Item 18, Give Pages 1, 2, and 3 to the funeral director. Pag 


4 should be forwarded to the Chief Medical Examiner's Office along with form PM3. Page 5 may be retained for your files. 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Board 


thin 72 hours after death. 


wil 


——s ee ) ~ 
18. CAUSE OF DEATH (Enter only ona cause par line for (aj, (bl, and (c).] ae 2 AU SERWEEN 
PART I. DEATH WAS CAUSED BY: Se OATH 
IMMEDIATE CAUSE (2)__ 
7 182. DUE TO 
Conditions, if any, which 
gave rise lo immediate causa 
(2), staling the undarlying 
last. id 


in pent 
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|, OTHER SIGNIFICANT “CONDITIONS CONTRIBUTING T TO! DEATI NOT Rl LATED TO THE TERMINAL DISE DISEASE. “CONDITION GIVEN IN | PART Va}) 19. WAS: AUTOPSY 
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20a. EXTERNAL CAUSE WAS __ 20b. DESCRIBE HOW INJURY OCCURED, (Entar natura of injury in Part | or Part Il of itam 18.) 
PRIMARY or CONTRIBUTING [) . 


CAUSE Of DEATH, 
"20. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED,| 20e. PLACE OF INJURY (Home, farm, ° —= ., City oF = (County) Stale) 
Hour a.m. While Not Whil » Wpctory, sireat, office bldg.,etc.) | 
cm, W &i at work [_] at work 


21. I certify that | took charge of the remains described above, held gn Autopsy im) Span ont i g and in my opi 
death resulted from: Natural causes [ja ASpon } —- Suicide [ie Homicide ia Undetermined manner (J) 

CHIEF MEDICAL EXAMINER oO 
ASSISTANT MEDICAL EXAMINER oO 
DEPUTY MEDICAL EXAMINER 


ARS Addre: t, city, town, or cou 


~~ | 22c, NAME OF CEMETERY OR C RENATO 


MEDICAL CERTIFICATION 


CO 


MEDICAL EXAMINER: Thi 


please execute the certificate, writing the word “pending 


M.D. 
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TO DEPS 


or its designated agent, prior to burial, cremation, or removal, and in any 


‘ADDRESS 


1 / MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4009 CERTIFICATE OF DEATH ws. 9090 
1, PACE OF Py, 2 Ld eae 2 oa aes erg me eae ee ae 3 
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g # working life, even iffetired) 


Cee EA wioowen K]__pvorceo] | Z—7-D~ Matbrp . a Days | Hours] Min, 
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Palo Wa! A ‘ 


(OTHER'S MAIDEN NAME t 
GAME gras Sm 
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INTERVAL BI EEN 
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a hig Vito ate 
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15. SYAS aon SDEVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. 
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17. INFORMANT 
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Yer bkgecrinp, (ll Latah 


18. CAUSE“OF DEATH [Enter only one couse per line for (0), (b} and {c).] 


ONSET AND DEATH 


PART i, DEATH WAS CAUSED (CR ar 
<a CAUSE fo fotiesscatp seco 
+} 2 | DUE TO 3-2-60 
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baegees & | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
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DIRECTOR: After this certificate has been signed by the attending physician and compl 


L OR ATTENDING PHYSICIAN: The law requires that the death certificate be execut 
director, page 3 shou! 


4 may be retained by the hospital or attending physician. 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
10098 CERTIFICATE OF DEATH 


5 Q 
1 Racor DEATH 2, USUAL RESIDENCE (Where deceased lived, If at 092 


Cas a, STATE b, COUNTY 


Carroll MARYLAND Maryland Montgomery __ 


b. CITY OR TOWN (if outside corporate limits, “c. LENGTH OF STAY IN Ib ¢. CITY OR enna {If outside corporate limits, write jc ‘and give naarast town) 
‘write RURAL and give nearest town) al 
Sykesville 1 mo. 11 dys. Rockville _t~ Fi ’ 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d. STREET ADDRESS e. 1S Ee a 
ON A FARM 
_Springfield State Hospital _ 26 Wi Wal es Street _| yes [] No 
3. NAME OF First Middle = Last “Month Day % 
DECEASED oF. 
(Type or print) Anne Yearley DEATH September 13 1961 
5. SEX 6. COLOR OR RACE) 7, aRRieD [] NEVER MARRIED [aq | 8 DATE OF BIRTH : 9. AGE {In yaars |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
O last birthday] [Months] Days | Hours | Min, 
Female White wows [] _vivorceto [] |February 9, 1879 - 82 ys. | 


Wa, USUAL OCCUPATION (Give kind of work 
done during most of working lifa, even if retired) 


|_ Segpekary 


13. FATHER'S NAME 


10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or toreign country) 


Unknown Towa onl ms | U.S.A. 


14. MOTHER’S MAIDEN NAME 


12, CITIZEN OF WHAT COUNTRY? 


Solomon Yearley Jane Samuels = 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO, 17. INFORMANT Address 
{Yes, no, or unkown) | (ifyesgivewaror datesofservice) 
No - I213-16-909 Springfield Hospital Records =. 
18. CAUSE OF DEATH [Enier only one cause per line for (a), (b), end (ce). INTERVAL BETWEEN 
‘ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY. 
IMMEDIATE CAUSE (2) Bronchopneumonia _ ae eS i? ae || Days 
7 -}- q) / XX DUE TO 
chase any, which (b) J : = ——s 
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cause last. re) = 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(2]| 19. WAS AUTOPSY 


PERFORMED? 
C.B.S. associated with cerebral arteriosclerosis without qualifying phrasé [1] No kl 


20a. ACCIDENT WAS UNDERLYING L] 20b, DESCRIBE HOW INJURY OCCURED. (Entar neture of injury in Part f or Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. PLACE OF INJURY (Home, farm, ' 20f. (City or town) (County) (State) 
factory, street, office bldg., etc.) 


‘2Dd. INJURY OCCURRED 
While Not While 
jat work [ ] at work [ ] 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 


MEDICAL CERTIFICATION 


19 


21. 1 certify that (I) (this hospital) attended the deceased from.. 191, to Q-13=, 1901, that (1) (we) last 
sie 41, and that death occured at 2. 24h, en ‘the causes and on the date stated above, 


saw the deceased alive on... 


JAN’S 22d. ADDRESS 


| Agustin del Campo, ‘M.D. Springfield State Hospital, Sykesville, Md. 


22a. SIGNATURE F 22b. DATE 
4 that 27 Lif Oger v7) Ace me DIRECTOR p anys, odie 9-13-6' # 
2e. wie ed 


23a, BURIAL, CREMATION, 
REMOVAL (Specify) 


Burial 


23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


{Sl _!St. Mary's ay anyland —— 
AD) 25a. REC'D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 
_oupborey piss, a and | oar SEP 18 '61 Cntlhun £, Prasat 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
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